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OR centuries, curare has been known as a 

drug that paralyzes voluntary muscle. For 
many years, clinicians have recognized that spas- 
ticity in the form of persistent involuntary con- 
traction of the voluntary muscles is often one of 
the most serious obstacles to effective treatment 
of children with cerebral palsy. Only recently 
has it been suggested that the paralytic effect of 
curare might be used to reduce this spasticity 
and thus expedite the rehabilitation of these pa- 
tients. The present study was undertaken with 
the hope of increasing knowledge concerning the 
clinical safety and efficiency of curare as a thera- 
peutic weapon against spasticity and to establish 
some standards and criteria for its use. 

Curare is made up of a mixture of liquid ex- 
tracts of several plants of the Strychnos group, 
whose most striking pharmacologic action is paraly- 
sis of skeletal muscle. It was first taken to Eu- 
rope by Sir Walter Raleigh in the latter part of 
the sixteenth century after he had observed that 
the South American Indians were using it as an 
arrow poison. When thus used, it killed its vic- 
tim by causing respiratory paralysis. The physi- 
ologic action of curare was not thoroughly investi- 
gated, however, until the middle of the nineteenth 
century, when Bernard’ reported that its site of 
paralytic action on skeletal muscle was at the 
myoneural junction. The drug was subsequently 
employed at intervals in Europe in the clinical 
treatment of spasmodic disorders, such as tetanus 
and epilepsy. However, it could be obtained only 
from the South American Indians of the Amazon 
region. The supply was uncertain, the concentra- 
tion was variable, and the stability of the drug 
unknown. For these reasons and since overdosage 
killed the patient by respiratory paralysis, the ex- 
tensive clinical application of curare was imprac- 
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tical until recently. In 1938, for the first time, 
large amounts of the drug of known origin were 
brought back to the civilized world by Gill,’ and 
since that time considerable progress has been 
made in preparing and reliably standardizing 
curare for clinical use. 

In a recent review, Goodman and Gilman*® sum- 
marize the composition and action of curare some- 
what as follows. One obtains it by brewing the 
stems, roots, bark and leaves of several varieties 
of Strychnos and boiling down the extract to a 
thick resinous mass. This is soluble in water 
and in alcohol. The active principles are alkaloids 
whose chemical structure and chemical basis of 
action are still unknown. The pharmacologic ef- 
fect of curare is that of an autonomic blocking 
agent. Jt acts mainly on skeletal muscle and to 
a lesser degree on autonomic ganglions, prevent- 
ing the response of these cells to nerve impulses 
or injected acetylcholine. Curare apparently acts di- 
rectly on the cells themselves at the myoneural 
junction. It does not impair the formation of 
acetylcholine but prevents that substance from 
eliciting its usual response. Curare does not in- 
hibit the response of the muscle cells to other 
forms of stimuli, since curarized skeletal! muscle 
still responds to direct electrical stimulation. 

In curare poisoning, the curarized muscle first 
shows fatigue and weakness, later flaccidity and 
finally complete paralysis. The muscles of the 
digits, the eyes and the ears are first affected, then 
those of the limbs, trunk and neck, and finally, 
after adequate doses, the muscles of respiration. 
Death is due to respiratory paralysis. The ac- 
tion of curare is supposedly transient, and life 
may be preserved if artificial respiration is em- 
ployed until the drug is destroyed or excreted. It 
is supposedly partly destroyed in the liver and 
partly excreted through the kidneys. The drug 
is entirely ineffectual when given by mouth, un- 
less absorbed through a wound or extensive ulcera- 
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tion in the gastrointestinal tract. Theoretically, 
physostigmine and Prostigmine are pharmacologic 
antagonists to curare in their stimulatory phase 
of action on ganglions and skeletal muscle. 


Interest was first aroused in the possible thera- 
peutic value of curare in neurologic disorders, such 
as cerebral palsy, by Bremer’s* report in 1929 that 
small doses, insufficient to paralyze the intact 
skeletal musculature completely or to embarrass 
respiration, selectively relaxed the muscle spasm 
in animals with decerebrate rigidity. Hartridge 
and West,® in 1931, reported that curare removed 
the violent spasms of tetany in doses that failed 
to paralyze the animal. This indicated that doses 
sufficiently small to be safe in human beings might 
be of benefit in relaxing muscles that are patholog- 
ically hypertonic. West® suggested the term “lis- 
sive” for this action, which relaxes but does not 
paralyze. Burman’ noted that curare was bene- 
ficial in certain spastic and dystonic states in hu- 
man beings and later reported a girl with spastic 
paraplegia as one in a series of patients suffering 
from neurologic disorders whose muscular rigidity 
was diminished following 20-mg. doses of curare.® 
Burman made the interesting observation that in 
some patients the beneficial effects of the drug 
lasted for three or four days following injection. 
Pusitz et al.® reported using curare on 7 children 
with cerebral palsy, but did not specify the size or 
frequency of dosage in all cases. They described 
“weakness and lassitude” lasting well into the day 
following an injection of 45 mg., and noted 
that doses definitely smaller than those suf- 
ficient to produce paralysis relaxed hypertonicity 
in spastic muscles. Bennett’? reported the treat- 
ment of 12 patients suffering from severe spastic 
paralysis with curare in doses of 10 mg. per 20 
pounds of body weight injected every second day 
over periods of months. Improvement in terms 
of transiently reduced spasticity during the period 
of injection was noted in several cases. There was 
no permanent relaxation as the result of treatment. 
Bennett suggested that the use of curare might 
facilitate muscle training and physiotherapy in such 
cases. 


Apparently, not more than 20 cases of cerebral 
palsy treated with curare have been reported in 
the literature, and in few of them are specific dos- 
age and response discussed in any detail. 


MareriaLts AND Metrnops 


The present study is based on observations of 
the effects of curare administered in various doses 
by each of several routes at various intervals to 6 
children with cerebral palsy. The patients ranged 
in age from seven to twelve years; they were all 
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of normal or superior intelligence, and spasticity 
was a prominent symptom in all. These children 
were resident patients at the Emma Pendleton 
Bradley Home during the four-month period 
covered by these observations. They had been un- 
der the supervision of an experienced physio- 
therapist and of graduate nurses of the permanent 
hospital staff for several months prior to this 
study. While the patients were receiving curare 
daily, detailed records of their activities and re- 
actions were kept by this staff, and daily observa- 
tions and examinations were made by one of us 
(E.D.). Throughout the period of study, ex- 
cept for the time spent in administering the drug 
and in carrying out specific tests, each child con- 
tinued his usual daily activities of physiotherapy, 
academic schooling, occupational therapy and free 
play, individually and in the group. 

Specific medication. The curare used in this 
study is known commercially as Intocostrin.* This 
is a physiologically standardized extract of curare 
secured from the Amazon forests. It is supplied 
in sterile ampules, 1 cc. of the yellow, watery 
solution containing the equivalent of 20 mg. of 
a standard curare. 

Route of administration. In an attempt to as- 
certain the most favorable route of administration, 
doses were given to each of 2 children on dif- 
ferent occasions by subcutaneous, intravenous 
and intramuscular injection. As discussed below, 
the intramuscular route proved the most satisfac- 
tory, and subsequent determinations of optimum 
dosage and intervals of administration were made 
on the basis of this method. 

Dosage. The optimum dosage for each child 
was determined by systematic noting of the clin- 
ical response to gradually increasing amounts 
given intramuscularly on separate days. The 
first dose was 5 mg., and on subsequent days 
the individual dose was increased approximately 
5 mg. each time until mild paralytic symptoms of 
overdosage appeared. A maintenance dose was 
then established slightly (4 to 8 mg.) below this 
level. The constancy of response of each child 
to his optimum and paralytic doses was striking, 
and suggested a gratifying stability of potency of 
the curare preparation. 

Once an optimum dose for a child was deter- 
mined, the therapeutic effect of repeating this dose 
at intervals of one, two, three and four days or 
even longer was noted. 

Control periods. To eliminate any confusion re- 
sulting from the possible beneficial effects of curare 
injection through suggestion or other psychologic 
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means, the response of each patient to intramuscu- 
lar injection of sterile saline solution was noted. 
This injection was given under precisely the same 
conditions as those of curare administration. 


After each child had been on his maintenance 
dose for some time, a period of several days to 
several weeks without medication was arranged, 
and the response noted. 

Tests of response to curare. Apart from the 
general observations by hospital staff of each child’s 
response to medication, a number of standard clin- 
ical and laboratory tests were employed in an ef- 
fort to record objectively any evidence of im- 
provement or untoward reactions. 

Three standard motor-performance tests used in 
the psychologic laboratory were employed in eval- 
uating the response to varying amounts of the 
drug. The pin board, peg ball and tracing board 
were used, as described by Garrett and Schneck."’ 

Electrocardiograms, observations of the pulse 
and respiratory rates, blood pressures, body tem- 
peratures, urinalyses and determination of renal 
function and various blood chemical levels were 
studied in all 6 children at various points during 
treatment. Electroencephalograms, taken immedi- 
ately before and soon after an injection of curare, 
were performed on 1 patient. 

Curare combined with other drugs. Observa- 
tions were made of the effect of curare on each 
child’s response to amphetamine (Benzedrine) 
sulfate as an extension of studies previously under- 
taken at the Bradley Home. * Daily morning 
oral doses of 10 and 20 mg. of amphetamine sul- 
fate* were administered for several days during 
the time that each patient was receiving his main- 
tenance dose of curare at optimum intervals, and 
changes in his reactions were noted. 


RESULTS 
Clinical Studies 


Dosage. Following the injection of small and 
therapeutically ineffective doses of curare, the chil- 
dren within a few minutes complained of being 
dizzy and feeling “heavy.” They often rubbed 
their eyes at this time, but these symptoms seldom 
lasted more than ten minutes. On clinical exam- 
ination, the muscles of the hands appeared less 
spastic and more relaxed than usual for periods up 
to an entire day following these small doses. There 
was no other persistent or delayed response to 
these amounts, however. 

Following what was later determined to be the 
optimum individual maintenance doses of curare, 
a more definite and persistent response was noted. 


*Amphetamine (Benzedrine) sulfate was supplied through the courtesy 
of Smith, Kline and French Laboratories, Philadelphia. 
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In about fifteen minutes, the children felt “sleepy” 
for a brief period. Shortly thereafter, they were 
noted to be somewhat unsteady, with masked 
facies and some drooping of the eyelids. Double 
vision was a frequent complaint at this point, but 
these symptoms disappeared in about half an hour. 
For approximately two days after the injection, the 
patients stated that they felt “light” and “happy.” 
For approximately four days, the muscles of the 
feet and legs, fingers, hands, arms and trunk were 
relaxed. The reduction of spasticity was more 
marked in the lower than in the upper extremities. 
During this period of relaxation, speech was clear- 
er and motor performance definitely smoother than 
usual. Any drooling that had formerly been pres- 
ent was diminished. 

About fifteen minutes after the administration of 
large, paralytic doses of curare, the children became 
pale and mentally confused. This lasted between 
thirty and forty minutes, and was accompanied by 
definite drooping of the eyelids and relaxation of 
the neck muscles. which allowed the head to drop 
forward. Thee was excessive perspiration, and 
slow shallow respirations. The symptoms, which 
were alarming and suggested shock, disappeared 
without special treatment in about forty minutes; 
for the following twelve hours, however, the body 
musculature was definitely hypotonic, and the chil- 
dren were listless. Lethargy sufficient to interfere 
with any treatment program persisted for about 
twenty-four hours. Relaxation of spastic muscles, 
however, was noted for five or six days. During 
the latter part of this period, following recovery 
from a state of sluggish hypotonia, relaxation and 
motor performance during periods of muscle train- 
ing were better than when the drug was not 
given. 

The responses of patients to curare can be classi- 
fied as immediate (those coming on within fifteen 
minutes to half an hour after injection) and de- 
layed (those first appearing about a day after the 
drug is given). These effects, as noted on the 6 
children under investigation, are presented in 


Table 1. 

Optimum route of injection. The general re- 
sponse of all children to various doses of curare as 
just described varied somewhat, depending on the 
route of administration. When curare was given 
intravenously, muscular relaxation appeared almost 
immediately; however, paralytic symptoms, with 
evidence of respiratory embarrassment, also ap- 
peared often and immediately and to an alarming 
degree. For this reason, the intravenous route 
was abandoned, since extreme paralysis was hardly 
an aid to treatment. 
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Subcutaneous injection of the drug in doses 
found efficacious by other routes gave no consistent 
or desirable response. Consequently, this method 
was discontinued. 

Intramuscular injection, usually into the but- 
tocks, gave a good physiologic response, without 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Mar. 12, 1942 


ing accentuation of response to the repeated injec- 
tion of the same amounts of curare, although the 
difference between optimum maintenance and 
paralytic doses was not great. This suggests that in- 
dividual patients respond in a constant manner to 
identical dosage, and that the preparation of curare 


Taste 1. Summary of Physiologic Responses to Curare in Various Doses. 


Size or Dose IMMEDIATE RESPONSE 


DELAYED RESPONSE 


SYMPTOMS SIGNS THERAPEUTIC EFFECT SYMPTOMS SIGNS THERAPEUTIC EFFECT 
Minimal (sub- Dizziness and “Sleepy” eyes for Relaxed muscles of None None None 
maintenance) heaviness 10 minutes hands for 24 
(transient) hours 
Optimum Sleepiness for Unsteadiness, diplo- | Relaxed muscles in Feeling of light- Diminished Good muscular re- 
(maintenance) 0 minutes pia, lid lag and fingers, hands, ness and hap- drooling for laxation, efficient 
masked facies arms, trunk and piness for 2 4 days performance and 
for 30 minutes lower extremities days clearer speech 
for 4 days for 4 days 
Maximal Mental confusion Neck drop, pallor, Hypotonicity for 24 Lethargy for Good relaxation and 
(paralytic) excessive per- 24 hours efficient per- 
minutes spiration and formance for 5 
diminished res- or 6 days 


piration for 30 
minutes 


the immediate, alarming symptoms of paralysis 
that had followed intravenous administration. The 
intramuscular route was therefore selected for 
therapeutic use, and the remaining conclusions are 
reported on this basis. 

Optimum dosage. As shown in Table 2, the op- 
timum maintenance dose varied considerably from 
one child to another. In general, the patient with 
the most extensive and intense spasticity not only 
tolerated but profited from the largest doses as de- 


Taste 2. Optimum Maintenance Doses of Curare for Each 


of the Children. 
CASE MAINTENANCE 
No. Ace Heicur Primary SYMPTOMS 
CURARE 
mg./kg 
yr. kg. cm. mg. body 
weight 
1 7% 17.3 113.0 — Spasticity, generalized, 56 3.3 
severe 
2 12 30.0 134.5 Spasticity, generalized, 60 2.0 
3 9 24.1 120.5 Spasticity, generalized, 40 1.7 
4 104 35.5 127.0 Spasticity, lower ex- 56 1.5 
tremities, severe 
5 ) 32.3 143.0 Spasticity, generalized, 32 1.1 
moderate 
6 9 29.5 129.5 Spasticity, generalized, 32 0.9 


moderate 


termined on a body-weight basis. In the present 
group of patients, the optimum maintenance dose 
varied between 0.9 and 3.3 mg. per kilogram of 
body weight. These are larger maintenance doses 
than those used by others. 

The constancy of response to individual main- 
tenance doses in each child was striking. In no 
case was there diminished response or any alarm- 


used is accurately standardized and remarkably 
stable. 

To eliminate any confusion concerning the role 
of suggestion in producing the clinical results 
noted, the patients were at various points in the 
study given intramuscular injections of sterile 
saline solution, or no injections at all. In each 
case, complete absence of the curare response was 
noted. 

Optimum intervals between injections. Once 
the optimum maintenance dose of curare was es- 
tablished for each child, the effect of repeating 
this dose at varying intervals was studied. The 
most satisfactory therapeutic results appeared when 
curare was administered at four-day intervals. 
Under this regime, there was some initial lethargy, 
which wore off promptly and allowed two or three 
days of relaxation without loss of energy. During 
this period, a training program could be efficiently 
carried out for each child. At intervals shorter 
than four days, the patients under treatment were 
more or less constantly drowsy, sluggish and irri- 
table. Although alarming symptoms were not en- 
countered, each child’s response to physiotherapy 
and to the usual program of activities was far 
from at its best. When the interval between injec- 
tions was longer than four days, complete spas- 
ticity returned, and hence the same obstacles to 
treatment appeared that were encountered before 
the drug was used. The length of time required 
for the return of these symptoms was governed | 
somewhat by the size of the dose, and also by the 
degree and extent of the spasticity. 

Clinical data. Repeatedly recorded observations 
showed that the drug had no immediate or delayed 
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‘effects on pulse rate, respiratory rate, blood pres- 
sure or temperature. 


Laboratory Studies 


Psychologie tests. Standard performance tests 
from the psychologic laboratory were used as aids 
in evaluating each child’s response to varying 
amounts of curare. The pin board, peg ball and 
‘tracing boards were used, and the responses scored 
as described by Garrett and Schneck."* The re- 
‘sults do not lend themselves to graphic portrayal 
in summary form in the present report, but in 
general, improvement in speed and accuracy of 
‘performance paralleled the clinical impression ob- 
tained otherwise. 

Other tests. Various other laboratory tests, in- 
‘cluding blood counts, complete urinalyses, tests of 
renal function, blood chemical studies, electrocar- 
diograms and electroencephalograms, showed no 
‘deviation from normal as a result of the use of 
‘curare. 


‘Therapeutic Effect of Curare 


The results so far described have been specific 
responses to the administration of a particular 
drug. They fail utterly to depict the dramatic 
therapeutic response shown by the children in 
terms of improved relaxation during the muscle- 
training periods and during participation in their 
daily activities. On adequate maintenance dosage, 
clinical improvement was noted in every activity 
in which the child participated. During physio- 
therapy, the children enjoyed a fuller range of 
motion than previously; their co-ordination was 
smoother and more rhythmic. There was less re- 
sistance to passive exercise, and apparently in- 
creased muscle strength was noted in all children. 
The best clinical results appeared twenty-four 
hours after injection, when the initial lethargy and 
hypotonia had worn off. For the next three days 
motor performances were carried out with relax- 
ation of antagonistic muscles and those not in use. 

The subjective response to the treatment, as il- 
lustrated by the children’s conversation, was inter- 
esting. Such remarks as “I feel light,” “I’m 
happy” and “I feel easy” were frequently heard. 
As the effects of the drug wore off, the children 
spontaneously said that they were “feeling heavy 
again.” It is significant that although as a group 
these patients are easily upset and ordinarily re- 
sistive to medical or surgical procedures, they were 
actually pleased to have a fairly large needle 
plunged into the muscles of the buttocks because 
of the favorable effects of the drug. 

The experience of being able to carry out mo- 
tor activities that were new and more extensive 
than those previously enjoyed was stimulating to 
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patients whose previous progress had been slow 
and discouraging. One boy (Case 6) had been 
anxious to spin a “jack,” but had lacked sufficient 
control of his fingers to carry out this fairly skilled 
act. Under curare, he easily accomplished this, 
and was pleased and stimulated by the result. A 
nine-year-old girl who could walk only with diffi- 
culty had long wished to run up stairs. Under 
curare, she soon found that she was able to real- 
ize this ambition. 

With muscles and limbs free to carry out con- 
structive exercise, the children appeared to develop 
muscle strength and motor control. This persisted 
after the drug was stopped. One boy who had al- 
ways held his arm tightly flexed across his chest 
was for the first time taught to hold it firmly on 
the arm of a chair while under the influence of 
curare. Four weeks after the drug had been dis- 
continued, he still carried out this newly acquired 
act with assurance and confidence. 


Combined Effect of Curare and Amphetamine 
Amphetamine sulfate in oral doses of 10 and 
20 mg. daily was given to all the children dur- 
ing a period when they were regularly receiv- 
ing maintenance amounts of curare. Four chil- 
dren (Cases 1, 2, 3 and 4) responded with in- 
creased output of energy and enthusiasm for daily 
activities, and resulting acceleration of motor per- 
formance. The response of these children to am- 
phetamine simulated that noted in behavior prob- 
lem children, and was in contrast to that reported 
by Nichols and Warson™® on another group of 
spastic children who were not receiving curare, but 
who were studied under comparable conditions at 
the Bradley Home. However, 2 patients (Cases 5 
and 6) responded to amphetamine, as those noted 
in the other series did, by becoming irritable and 
distractible, with corresponding decrease in efh- 
ciency of relaxation and motor performance. 


Discussion 


The treatment of children with cerebral palsy 
consists essentially of muscle training and the ap- 
plication of special educational procedures. These 
patients must be taught to do what other children 
acquire naturally in the way of motor co-ordination 
and efficient use of their bodies. The use of drugs 
that temporarily decrease pathologic neuromuscu- 
lar activity and the employment of orthopedic op- 
erations or apparatus as mechanical aids to body 
function are always supplementary. Alone, they 
have no curative value, but their utilization may 
for the first time make it possible for a spastic 
child to profit from a training program. If curare 
is to have a place in the treatment of children with 
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cerebral palsy, it is a supplementary but nonethe- 
less vitally important agent. 

The present study confirms other recent but 
scattered reports that curare is now available for 
clinical use in well-standardized, potent and stable 
form. It can be safely administered to children 
with cerebral palsy in individually adjusted doses 
that are larger than those previously suggested in 
the literature. These large doses are effective in 
reducing muscle spasm over a period of several 
days, and require intramuscular injection but twice 
a week. Because curare relaxes the spasm of hy- 
pertonic muscles in doses insufficient to cause com- 
plete paralysis or respiratory embarrassment, treat- 
ment that is therapeutically efficient is not accom- 
panied by the alarming symptoms of threatened 
collapse, which are a constant threat in truly para- 
lytic doses of the drug. However, in the present 
state of knowledge, efficiency combined with safe- 
ty is attainable only when the dosage for each child 
is determined by a noting of the patient’s response 
to each of several gradually increasing doses, 
injected intramuscularly and starting at approxi- 
mately 5 mg. Conservatism at present suggests that 
the adjustment of dosage as indicated in this study 
should be supervised by a physician thoroughly 
familiar with the behavior reactions of healthy as 
well as spastic children. 

It is encouraging that, in these 6 cases, progress 
under physiotherapy was definitely accelerated by 
curare. When amphetamine was added, the accom- 
plishments of 4 of these children were even fur- 
ther increased because of the additional “drive” 
that was imparted by the latter drug. This is an 
effect noted in physically intact children,’” but it 
has not been noted in spastic children. Without 
curare, amphetamine presumably stimulates the 
same drive, but because of rigid, unmanageable 
limbs, the child is frustrated in his attempts to ac- 
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complish what he more ardently desires and as a 
result becomes irritable or sulky. 

There was no evidence that any tolerance to 
curare was established through its continued use. 
The response of individual patients to specific 
doses in a uniform fashion was outstanding. 


SUMMARY 


A standardized, stable preparation of curare was 
injected intramuscularly in 6 children with cere- 
bral palsy. The result was improved relaxation 
and reduction of spasticity in hypertonic muscles. 
By systematic adjustment of the dosage for each 
child, it was found that from 0.9 to 3.3 mg. of 
curare per kilogram of body weight resulted in 
relaxation lasting approximately four days. No 
toxic or dangerous effects were encountered under 
the regime employed, and response to muscle 
raining and to the educational program was defi- 
nitely accelerated. 
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PARADOXICAL HEMATEMESIS* 


Report of a Case 
Frank Hinman, Jr., M.D.* 


BALTIMORE 


T is said that among every 100 patients who 

enter the hospital is one whose chief complaint 
is hematemesis..? About half these patients 
leave the hospital with a diagnosis hardly more 
exact than “hematemesis: source doubtful or un- 
known.” 

The reasons for this lack of exact localization 
of bleeding in patients who vomit blood warrant 
a brief review. Shaw?* classifies the causes of 
hematemesis as follows: intrinsic gastroduodenal le- 


hemorrhage from the stomach should be differ- 
entiated from esophageal bleeding or hemoptysis 
arising in the air passages and oropharynx. Blood 
from the latter structures may be swallowed and 
subsequently vomited. Localization rests on the ob- 
jective examination of all possible sources of bleed- 
ing. Jackson et al.* wrote: “Inferential methods 
of diagnosis are subject to a large percentage error. 
Objective examination of all accessible portions of 
the air and food passages should never be neg- 


GuTMANN® 
DIAGNOSIS (1932) 
NO. PER- 
OF CENT- 
CASES AGE 
Proved 
Varices with cirrhosis or splenic anemia, or 
Carcinoma of stomach or other lesions of 
Doubtful 
Ulcer history with negative x-ray study or 
None made 
Alcoholic history and large liver, but no proved 
Inconclusive history and no positive findings . 55 55 
100 


Taste 1. Specificity of Diagnosis in 1139 Cases of Hematemesis.* 


Peter PERCENTAGE 


NO. PER- NO, PER- NO, PER- NO. PER- 
OF CENT- OF CENT- OF CENT- OF CENT- 
CASES AGE CASES AGE CASES AGE CASES AGE 
49] 73 14 50 32 
18 3 24 8 
28 
22 3 it 106-35 19 47 
15 2 7 
12 2 2 @ a 
668 28 303 40 


*These figures are not directly comparable: some statistics are from a medical service (Peter Bent Brigham Hospital) and some from surgical services 
(Rivers and Gutmann); some patients were admitted immediately after hematemesis (Gutmann and Peter Bent Brigham Hospital), and some entered after 


longer intervals (Shaw and Hellier). 


sions; splenohepatic disorders; blood diseases; 
swallowed blood from epistaxis or hemoptysis; and 
hyperpiesis. These are arranged in the order of 
their frequency, and Shaw excludes those of rare 
occurrence. 

Of importance because potentially their condi- 
tion can be diagnosed and consequently can be 
treated by specific methods are the patients who 
fall into the fourth category of Shaw’s classifica- 
tion, namely, those who swallow blood and sub- 
sequently vomit it. These constitute the cases 
of what may be called “paradoxical hematemesis,” 
since the blood does not come primarily from the 
stomach. Whether or not actual hematemesis has 
occurred is often difficult to determine, but true 


*From the Medical Clinic, Peter Bent Brigham Hospital. 
tFormerly, clinical clerk, Pecer Bent Brigham Hospital. 


lected.” Information from the history may be 
pathognomonic and, when combined with con- 
firmatory physical signs and roentgenographic ex- 
amination, makes an exact diagnosis possible. As 
indicated below, however, this accuracy is not the 
rule. | 

Table 1 summarizes the diagnoses in 1139 cases 
of hematemesis abstracted from the reports in the 
literature of the last ten years and from the records 
of the Peter Bent Brigham Hospital since 1913. 
The latter include only those cases diagnosed 
specifically as hematemesis. All these cases have 
been grouped under three headings: “proved diag- 
nosis,” “doubtful diagnosis” and “no diagnosis 
made,” more or less as the authors used the terms 
or as they appeared on the records. In 44 per 
cent of the 1139 patients, the diagnosis was proved 
by x-ray examination, esophagoscopy, operation or 


Ll 

} 
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autopsy; this group needs no comment. Twenty- 
eight per cent of the patients were classified as 
“doubtful,” and no diagnosis was made in an- 
other 28 per cent. In other words, for more than 
half the patients with hematemesis, no exact di- 
agnosis was made. 


The “doubtful” group is composed of patients 
with a history of ulcer but lacking x-ray or oper- 
ative confirmation. Many of these patients were 
classified as having peptic ulcer because of the 
history of indigestion and because of the frequent 
incidence of this disease. The regimen for the 
treatment of ulcer is fairly nonspecific and gen- 
erally supportive in the majority of cases, so that 
this lack of exactness is harmful only in the small 
group of patients who have advancing lesions 
higher in the food passages. 


Among the 28 per cent of patients grouped un- 
der the heading “no diagnosis made” are those 
with a well-substantiated history of alcoholism and 
an enlarged liver, but without objective proof that 
esophageal varices were present. The cases in 
which the diagnosis of ruptured varix was made 
or suggested (the second group in Shaw’s? classi- 
fication) are divided about equally between the 
“proved” group in which x-ray examination or 
esophagoscopy was diagnostic, and that of “no 
diagnosis made,” in which these examinations 
either were not made or yielded no definite find- 
ings. The latter group contains the overlooked 
lesions causing hematemesis, such lesions being 
esophageal ulcers, carcinomas, diverticulums, pul- 
monary lesions, vascular disorders and pharyngeal 
erosions. Ruptured esophageal varix is often a 
diagnosis of exclusion. 


The rationality of Jackson’s* advocacy of thor- 
ough objective examination of all possible sources 


of the bleeding is admirably illustrated by the 
following case. 


Cast Report 


M. J. G., a 60-year-old man, was admitted to the Peter 
Bent Brigham Hospital on June 15, 1939. He had long 
been in the habit of drinking at least 8 ounces of whiskey 
several days a week, but he had been well, had lost no 
weight, and had worked, as a mason’s helper, until the 
onset of his illness. His appetite had been fair, and he 
had had no indigestion. Three days before entry, he had 
periumbilical cramps, which lasted 1 day. Twenty-four 
hours before admission, he vomited dark clotted blood. 
He repeated this at intervals until admission, losing in all 
about 250 cc. of blood. The blood was expelled without 
nausea or cough; it simply welled from his mouth. He 
was given morphine in the hospital, and the hematemesis 
ceased. Examination showed only questionable increase 
in the size of the liver and bilateral, solitary, firm cervical 
nodes. X-ray films of the chest and abdomen after a 
barium meal showed no changes from the normal. After 
an uneventful course in the hospital, the patient was dis- 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Mar. 12, 1942 


charged with the probable diagnosis of cirrhosis of the liver 
and rupture of an esophageal varix. 


One year after discharge, the patient reported to the 
Outdoor Department complaining that during the last 
6 months the right cervical lymph node had increased 
in size. Examination and biopsy demonstrated squamous- 
cell carcinoma of the right tonsil. He was given 4000r 
of roentgen therapy, with only temporary improvement; 
in fact, 1 month after the termination of therapy, a smooth, 
round mass was found at the base of the tongue. 


The last (and diagnostically decisive) admission was 
on February 4, 1941. For 3 days, the patient had “brought 
up” bright-red blood intermittently, and the day before 
entering he had expelled about 500 cc. of dark blood 
mixed with gastric contents. That afternoon, he felt weak 
and passed several tarry stools. On admission, he had 
a thick tongue, with a firm, rounded mass on the right 
lateral margin extending backward to the base of the 
tongue and onto the lateral wall of the pharynx. The 
palatine fossa on the right was “punched out.” Firm 


nodes were felt in the neck, bilaterally. X-ray examination 


showed no abnormality of the esophagus, stomach, duo- 
denum or lungs but, with the patient swallowing barium, 
demonstrated what “appeared to be a large ulcerated area 
in the region of the right tonsil.” At no time while the 
patient was in the hospital could actual bleeding from 
the pharynx be seen, but no further hematemesis occurred. 
All observers believed that the carcinoma of the tonsil, 
extending into the tongue, had ulcerated and bled, they 
blood being swallowed and later regurgitated. 


Two comments are appropriate. In the first 
place, the difficulties in making the correct diag- 
nosis are typical. An equivocal history from a 
patient who had an alcoholic past and a large 
liver, combined with hematemesis, seemed to make 
the diagnosis of bleeding from an esophageal varix 
obligatory, in spite of the lack of positive evidence 
by x-ray examination or esophagoscopy. Yet all 
that was needed to make the correct diagnosis on 


Taste 2. Incidence of Bleeding in Carcinoma of the 


Tonsil. 
PETER P. 
Data BENT HUNTINGTON Lireraturet 
BriGHAM MEMORIAL 
Total admissions 124,783 15,291 (Not known) 
Cases of carcinoma 
of tonsil 7 100 1226 
Cases with 
hemoptysis 2 2 4 
Cases with 
hematemesis 1 0 0 


*Admissions limited to cases of cancer. 


+Pack and LeFevre® (1930), New?® (1931), Coutard™ (1932), Mattick! 
(1939), Schall#® (1934), Dufty** (1934) and Richards! (1936). 


the first admission was an objective search with 
all possibilities in mind. 

Secondly, the occurrence of bleeding from car- 
cinoma of the tonsil is very rare. Table 2 sum- 
marizes the cases at the Peter Bent Brigham Hos- 
pital (1913-1941) and the Collis P. Huntington 
Memorial Hospital (1930-1940) and from the litera- 


Vol. 226 No. 11 


ture. Hemoptysis, caused by carcinoma of the 
tonsil, is unusual, and no report of hematemesis 
from this source was found in the literature dur- 
ing the last twenty-five years, although most au- 
thors make the statement that bleeding with sub- 
sequent hematemesis may occur from such pharyn- 
geal sources. Speese and Skillern’® report the case 
of an unconscious alcoholic patient who was 
brought in after vomiting a quart of dark blood 
mixed with gastric contents. At once, the diag- 
nosis of cirrhosis of the liver with rupture of an 
esophageal varix was made. Later, however, care- 
ful examination showed that the patient had 
lacerated a coronary artery of the lip, that the 
blood had trickled down his throat while he was 
unconscious, and that he had vomited it. 

Paradoxical hematemesis is recorded infrequent- 
ly, but the diagnosis can be made more frequently 
if the possibility is kept in mind. 


SUMMARY AND CONCLUSIONS 


Hematemesis as a presenting symptom and a 
final diagnosis is reviewed by drawing on the 
records of the Peter Bent Brigham Hospital and 
on the experience recorded in the literature. 

Emphasis is placed on the need for consideration 
of extragastric sources of bleeding. Although para- 
doxical hematemesis is relatively infrequent, the 
possibility should be borne in mind so that an 
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extragastric source will not be overlooked on rou- 
tine examination. 

A case of paradoxical hematemesis is reported 
in which ulceration in a carcinoma of the tonsil 
was the source of bleeding — an exceedingly rare 
occurrence. 
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CLINICAL NOTE 
CHEMOTHERAPY IN 
TYPHOID FEVER* 


Econ E. Katrwinxke, M.D.1 


WEST NEWTON, MASSACHUSETTS 


HE remarkable progress of chemotherapy as 

a science and the advent of new chemothera- 
peutic agents raise interest regarding this new 
form of treatment in all bacterial diseases. The 
literature contains few reports of its value in the 
treatment of typhoid fever and the sterilization 
of carriers. The success of sulfaguanidine in the 
following case justifies its report. 

Saphir and Howell’ and Enright” report appar- 
ent cures of two typhoid carriers with soluble idio- 
phthalein, in one case after failure with sulfanila- 
mide. Levi and Willen* report the cure of a 


*From the Newton Hospital, Newton, Massachusetts. 


+Preceptor, Tufts College Medical School; visiting physician and cardi- 
ologist, Newton Hospital. 


carrier with sulfaguanidine after failure with 
soluble iodophthalein, cholecystectomy and appen- 
dectomy. 


Case Reporr 


Mrs. J. D.,f a 39-year-old housewife, had always been 
well except for a peptic ulcer in 1930 and colitis with 
blood and mucus in May, 1940. The latter diagnosis was 
verified by x-ray study. Apparent cure resulted from 
the use of belladonna, diet and rest. The stools were 
negative for amebas. 

On April 1, 1941, the patient had a “cold,” which im- 
proved during the next week. On April 5, she had chills 
and began running a daily temperature between 102 and 
103°F, There was frequency and dysuria. On April 14, 
rose spots developed, and the next day the blood culture 
was positive for Eberthella typhosa. The subsequent clin- 
ical and laboratory findings are shown in Figure ‘L. 

Because of persistent colon bacilluria, the patient was 
given several courses of sulfathiazole and sulfanilamide; 
these failed to clear the stools of E. typhosa, It was be- 
lieved that the spiking temperature during the 3rd and 
6th weeks of illness was due either to an exacerbation 
of typhoid fever or to pyelitis. A slight macular rash 


tWhile in the hospital, this patient was for a time under the care of 
Drs. L. S. Pilcher and A. R. Fried. 
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appearing on the 28th day of illness was thought to be due 
to sulfathiazole therapy. An intravenous pyelogram on 
May 27 was negative for obstruction or renal damage, 
except for slight stasis in the right kidney. 

On May 21, the patient suddenly developed a partial 
left hemiplegia following 2 days of numbness of the left 
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course of the disease and failed to clear the stools 
of E. typhosa. ‘The stools became and remained 
negative after eight days of intensive sulfaguani- 
dine therapy. 

65 Sterling Street 
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arm. Lumbar puncture on May 23 was essentially nega- REFERENCES 
tive. This episode was thought to be due to cerebral oe 
1. Saphir, W., and Howell, K. M. Soluble iodophthalein in treatment 


thrombosis, and the hemiplegia gradually disappeared in 
2 weeks. 

On May 31, the patient developed phlebitis of the left leg. 
Because of the lack of fever, this may have been a sterile 
thrombosis. 

A Graham test showed a nonfunctioning gall bladder. 

Because of persistently positive stool examinations for 
E. typhosa, the patient was given sulfaguanidine in large 
doses from June 2 to 16, and on June 9 the stools became 
negative and remained so. (Monthly stool cultures up to 
and including February 25, 1942, have been negative.) 

When seen on July 12, the patient had gained 12 pounds 
and was symptom free except for slight weakness of the 
left cheek, slight swelling of the ankles at night and 
falling hair. 

Up to the present time, investigation by the Massachu- 
setts Department of Public Health has failed to reveal 
the source of this infection. The likeliest cause was food 
eaten 10 days before onset, while the patient was at a 
bridge party. 


SUMMARY 


A case of typhoid fever is reported. Sulfathia- 
zole and sulfanilamide in no way influenced the 


— of typhoid-paratyphoid group. /]. A. M. A. 114:1988-1990, 


2. Enright, J. R. Apparent cure of a typhoid carrier with soluble iodo- 
phthalein. J. 4. M. A. 116:220, 1941 

3. Levi, J. E., and Willen, A. The typhoid carrier state treated with 
sulfaguanidine. J. A. M. A. 116:2258, 1941. 


Erratum 


In the article, “The Association of Primary 
Neoplasm of the Liver with Hemochromatosis,” 
by Dr. Ernest W. Saward, which appeared in the 
February 12 issue of the Journal, several errors 
were inadvertently made by the editorial staff. 
The following corrections should be made: 


Page 265, column 2, line 1. Change “(Fig. 1)” to 
read “(Figs. 1 and 2).” 

Page 265, column 2, line 3. Delete “(Fig. 2).” 

Page 265, Figures 3 and 4. Transpose the cuts appear- 
ing above the legends and change legend of Figure 3 
to read, “Photograph of a Section of the Adrenal 
Gland.” 
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MASSACHUSETTS MEDICAL SOCIETY 
PROCEEDINGS OF THE COUNCIL ihe 


Stated Meeting, February 4, 1942 


A STATED meeting of the council of the Mass- 
achusetts Medical Society was held in John 
Ware Hall, Boston Medical Library, 8 Fenway, 
Boston, on Wednesday, February 4, 1942. The 
meeting was called to order at 10:30 a.m. by the 
president, Dr. Frank R. Ober, Suffolk; 207 coun- 
cilors were present (Appendix No. 1). 

The Secretary presented the record of the meet- 
ing of the Council of October 1, 1941, as pub- 
lished in the New England Journal of Medicine, 
issue of November 6, 1941. On a motion by the 
Secretary and a second by a councilor, the Coun- 
cil approved the record as published. 


Report of Auditing Committee 


There was no response from the chairman, Dr. 
LeRoy A. Schall, Middlesex South. 


Report of Treasurer 

The report of the Treasurer (Appendix No. 2) 
was presented by Dr. Charles S. Butler, Suffolk. 
The report was accepted by the Council on the 
motion of Dr. Reginald Fitz, Suffolk. 


The Secretary announced that his office is com- 
piling a list of the fellows of the Massachusetts 
Medical Society who have entered the armed forces 
of the United States. He asked for the co-opera- 
tion of the district secretaries in his endeavor to 


make this list complete. He added that at some. 


future time the Council might wish to take par- 
ticular notice of this patriotic service. 

President Ober, at this point, called a meeting 
of the Committee on Public Relations. He asked 
the members of this committee to retire to the 
offices of the Society on the ground floor. 


Reports oF STANDING COMMITTEES 
Executive 


The Secretary presented the report of the Execu- 
tive Committee (Appendix No. 3). 


He spoke of a telegram which President Ober 
sent to the Governor of Massachusetts, the Honor- 
able Leverett Saltonstall, on December 7, 1941, 
pledging the aid of the Massachusetts Medical 
Society in the crisis which had arisen that day. 
He read the Governor’s answer. He announced 
that the Executive Committee had approved. He 
moved that the Couacil likewise approve this act 


of the President. This motion was seconded by 
a councilor and carried. 

The Secretary was directed on December 29, 
1941, to send a telegram to the President of the 
United States embodying a resolution which had 
on that date been adopted by the Executive Com- 
mittee. He read the telegram and President Roose- 
velt’s answer. He moved that the Council like- 
wise approve this act of the Executive Committee. 
This motion was seconded and carried. 

He announced that the Executive Committee 
had reviewed certain matters which were to be 
presented by the Committee on Public Relations. 
He added that the Executive Committee com- 
mended the recommendations contained therein 
to the earnest consideration of the Council. 

He reported on a special meeting of the 
Executive Committee, which was held February 
4, 1942, at 9:30 a.m. He read a resolution which 
was adopted by the Executive Committee. He 
added that the committee recommended its adop- 
tion by the Council and he so moved. The mo- 
tion was seconded by Dr. Brainard F. Conley, Mid- 
dlesex South. 

Dr. Albert A. Hornor, Suffolk, in speaking for 
the adoption of the resolution said that he did 
not believe that we can hospitalize everybody who 
would be entitled to hospitalization under such a 
provision of taxation. He added that it was his 
belief that, if such a burden were thrown on 
hospitals at this time when we are anxious to be 
ready to take care of sudden War emergencies, 
hospital service would break down. He spoke 
of the present shortage of nurses and of the other 
difficulties to which the situation would give rise. 

Dr. Channing Frothingham, Suffolk, inquired 
whether this matter had been considered before 
9:30 that morning. President Ober answered, “No.” 
Dr. Frothingham then said, “This is simply ask- 
ing us to vote on a very important question with- 
out any consideration other than what the Execu- 
tive Committee gave it at 9:30 this morning.” He 
added that we really have not any definite pro- 
gram presented to us by the Social Security De- 
partment so that we may know what this is all 
about. He then asked if this was correct. Presi- 


dent Ober by way of answer said that we have in- 
timations of what the program is going to be. 
Dr. Frothingham then said that it is out of all 


= 
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serious reason to introduce such a resolution now 
and ask us to vote on something that we know 
nothing about. 


Dr. Conley in speaking in favor of the resolution 
called for confidence in the judgment of the Execu- 
tive Committee and commended the committee for 
its alertness. 


Dr. Charles C. Lund, Suffolk, expressed himself 
as being impressed by the seriousness of the sub- 
ject under discussion. He asked that the Council 
be informed as to the background upon which this 
action of the Executive Committee was based. 
President Ober asked Dr. Michael A. Tighe to re- 
spond. Dr. Tighe said that the point which Dr. 
Lund made was well taken. It was expected by the 
Executive Committee that, in the debate which the 
presentation of the resolution would provoke, the 
background of knowledge which the Executive 
Committee possessed would be made available to 
the Council. 

A few weeks ago there was a conference in 
Washington presided over by Mr. Altmeyer of the 
Social Security Department of the United States 
Government. Attending that conference were rep- 
resentatives of the American Hospital Association, 
Catholic Hospital Association and certain repre- 
sentatives of Blue Cross outfits from various parts 
of the country. Those attending that conference 
came away from it with the definite impression 
that it was the intention of the Social Security 
Department to call upon Congress for an extension 
of the present social-security coverage so as to in- 
clude much greater numbers than it does now and 
so as to provide hospitalization for all so covered. 
The figures, as to those who would be covered 
in the extension, left the impression with the Ex- 
ecutive Committee that this might well be the 
first step in the realization of the program pre- 
sented some time ago in the report of the Inter- 
departmental Committee. We found much fault 
with this report when it was presented. You will 
remember that compulsory sickness insurance was 
an integral part of it. The Executive Commit- 
tee was well aware that this matter had not 
reached the stage wherein a definite piece of leg- 
islation had been introduced into the Congress. 
Its purpose is to combat an idea which, if fol- 
lowed in its natural sequence, would be subver- 
sive of certain principles for which our organiza- 
tion stands. 


Dr. John Homans, Suffolk, expressed the 


thought that it might be possible to add to the 
resolution a statement to the effect that the medi- 
cal profession realizes the need of some form of 
prepaid medical care and is working to meet that 
need. 
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Dr. Leroy E. Parkins, Suffolk, asked that the 
resolution be read again. 

President Ober at this point stated that the 
American and Catholic hospital associations, to- 
gether with the Blue Cross associations and the 
American Medical Association, are cognizant of 
this matter and feel that we should do something 
about it before it starts. 

The Secretary again read the resolution. 

A demand for the question arose from several 
members of the Council. The question was put 
and the resolution adopted. 

Dr. William M. Collins, Middlesex North, 
moved that the Committee on State and National 
Legislation, together with the officers of the So- 
ciety, be instructed to follow closely the progress 
of this proposed legislation, using all the machin- 
ery at their command to oppose it. This motion 
was seconded by a councilor. 

Dr. Lund offered the following amendment: 

That the Committee on State and National Legislation 
and other officers of the Society be instructed to oppose 
such parts of the proposed legislation as seem harmful 
to the public and profession. 

There was considerable discussion as to the ad- 
visability of publishing the resolution as proposed. 
Dr. Henry C. Marble, Suffolk, moved that it be 
not published in the minutes of this meeting but 
shall be written up. Considerable discussion fol- 
lowed participated in by Drs. Marble, Conley, 
Bearse, Chapman, Frothingham and Leavitt. Dr. 
Lund’s amendment was recorded by a Councilor 
and carried on a show of hands. Dr. Collins’s mo- 
tion as amended was carried by vote of the 
Council. 


Membership 


The report (Appendix No. 4), which was pre- 
sented by the chairman, Dr. G. Colket Caner, Suf- 
folk, recommended that twenty-three fellows be 
allowed to retire as of December 31, 1941, that 
seven be allowed to resign as of December 31, 
1941, that the dues of ten fellows be remitted, 
that thirty-three be deprived of the privileges of 
fellowship, that ten fellows be allowed to change 
their membership from one district society to an- 
other without change of legal residence and that 
six fellows be recommended for readmission to 
fellowship. 

Dr. Caner moved the adoption of the recommen- 
dations. The motion was seconded by a councilor. 
Dr. William E. Browne, Suffolk, expressed sur- 
prise that the committee’s list contained the name 
of Dr. Seymour I. Zonn as one who had been 
dropped for nonpayment of dues. He asked Dr. 
Caner if this man had been notified of the fact 
that his dues were in arrears. Dr. Caner replied 
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that he had been so notified. Dr. Caner’s motion 
was adopted. 


Financial Planning and Budget 


The report (Appendix No. 5) was presented by 
the chairman, Dr. John Homans, Suffolk, who 
moved its adoption. The motion was seconded 
by a councilor. 

Dr. Bearse inquired why the amount $2000 set 
aside for medical defense was so large. Dr. Ho- 
mans explained that this sum has been set aside 
against the possibility that it may be required 
this year. 

Dr. Homans’s motion was carried by vote of 


the Council. 


Publications 


The report (Appendix No. 6) was presented by 
the chairman, Dr. Richard M. Smith, Suffolk. 
This report announced that Dr. John F. Fulton, 
of New Haven, had been selected to give the Shat- 
tuck Lecture in 1942. It likewise spoke in praise 
of Dr. Robert N. Nye, managing editor of the 
New England Journal of Medicine. Dr. Smith 
moved the adoption of the report. The motion 
was seconded by a councilor and adopted by vote 
of the Council. 


Arrangements 


This report (Appendix No. 7) was presented by 
the chairman, Dr. William T. O’Halloran, Suffolk. 

This report announced that the annual meeting 
of the Council will be held on the evening of 
May 25, 1942, and that the annual meeting of the 
Massachusetts Medical Society will be held on 
May 26 and 27, 1942. Both these meetings will 
be held at the Statler Hotel in Boston and prom- 
ise to be larger than ever and to cost less. 


Ethics and Discipline 


This report (Appendix No. 8) was presented by 
the chairman, Dr. Ralph R. Stratton, Middlesex 
East. The report spoke of the three full-day 
meetings which the committee had held and said 
that the cases considered fell into four groups: 
first, those having to do with the ethical nature 
of proposed publications; secondly, those which 
were concerned with complaints against fellows 
for improper advertising; thirdly, those which 
grew out of alleged exorbitant charges by fellows 
and, fourthly, those that charged violation of Arti- 
cle IV of the Code of Ethics of the Massachusetts 
Medical Society. 


The report further spoke of the amicable way 


in which the matters referred to the committee had 
been settled. 
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Dr. Stratton moved the adoption of the report. 
The motion was seconded by a councilor and car- 
ried by vote of the Council. 

President Ober at this point stressed the impor- 
tance of the business before this meeting of the 
Council and urged all members to return to the 
meeting after luncheon. 


Medical Education 


The report (Appendix No. 9) was presented by 
the chairman, Dr. Robert T. Monroe, Norfolk. 

This report spoke in praise of Dr. John P. 
Monks, who resigned as chairman, to enter the 
United States Navy. 

It says that the membership of the Massachu- 
setts Medical Society has grown during the last 
ten years from 4750 to 5676, an increase of nearly 
20 per cent. 

The number of applicants who have become 
fellows and who are graduates of approved schools 
has fallen off sharply in the last two years. From 
1932 to 1939, they varied from 200 to 230 annu- 
ally. In 1940, they fell to 179, and in 1941, to 115. 
During the same decade the number of gradu- 
ates of unapproved domestic schools has re- 
mained essentially unchanged — 22 to 38 in each . 
year. The number of graduates of foreign medi- 
cal schools rose from 4 or 5 through 1939 to 28 
in 1940 and 60 in 1941. 

The committee believes that admission to fel- 
lowship under the new by-laws seems to be work- 
ing out better than under the old and thinks it 
should be allowed to continue to exercise its dis- 
cretion in the approval of candidates. 

The committee is convinced that it would be a 
grave error to increase the time necessary for a 
reputable foreign physician to be resident in this 
country before being allowed to apply for fellow- 
ship in the Society. 

The report concludes with the statement that 
the number of poorly educated graduates of un- 
approved domestic medical schools who enter the 
Society is too great. 

It was moved and seconded that the report be 
accepted and so ordered by vote of the Council. 


State and National Legislation 
The chairman, Dr. Henry C. Marble, Suffolk, 


no report. 


Public Health and Public Education 
The report (Appendix No. 10) was presented 
by the chairman, Dr. Francis P. Denny, Norfolk. 
The report recommended that the weekly broad- 
casts known as “Green Lights to Health” be dis- 
continued on the completion of the present pro- 
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gram, which will be about March 1, 1942. It says 
that the committee arrived at this conclusion be- 
cause the morning hour assigned by broadcasting 
stations for these talks was much less satisfactory 
than the late afternoon time, which had formerly 
been given up to this matter, because the field of 
obstetrics had been ruled out entirely, because 
certain physiologic functions were no longer pos- 
sible of reference and, finally, because the amount 
of good accomplished did not seem to justify the 
time which members of the Society would have to 
give in preparing the broadcasts —this latter in 
view of the numbers entering the service and the 
consequent increased demands on those who re- 
mained at home. 

On motion by Dr. Denny and a second by a 
councilor the report was accepted and the recom- 
mendation adopted by vote of the Council. 


Medical Defense 
Chairman, Dr. Arthur W. Allen, Suffolk, no 


report. 


Permanent Home 
Chairman, Dr. William H. Robey, Suffolk, no 


response. 


Reports oF SPECIAL COMMITTEES 
Cancer 


The report (Appendix No. 11) was presented 
by the chairman, Dr. Shields Warren, Suffolk. 


The report spoke of the enthusiasm which was 
aroused generally by the publication of The Cancer 
Manual for Practitioners. 

The committee feels that the Society should not 
be asked to support at this time the intensive 
campaign proposed for Massachusetts by the 
Women’s Field Army. The committee believes 
that the compulsory reporting of cancer cases is 
not advisable. 

The committee points to the excellent work 
being done by the state-aided cancer clinics 
throughout Massachusetts and says that these clinics 
are striking examples of how much benefit accrues 
to the public by this type of co-operation between 
the medical profession and public-health authori- 
ties. 

Finally, the committee recommends that the 
president of the Massachusetts Medical Society be 
authorized to appoint a representative of the So- 
ciety, preferably a member of the Committee on 
Cancer, to visit the various state-aided cancer 
clinics and report to the Society on their present 
state. 

Dr. Warren moved the acceptance of the re- 
port and the adoption of the recommendation. 
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The motion was seconded by a councilor and so 
ordered by vote of the Council. 


Public Relations 


This report was in two sections. Section A 
(Appendix No. 12A) was presented by the secre- 
tary, Dr. Elmer S. Bagnall, Essex North. It an- 
nounced that the committee had given prelim- 
inary consideration to a postpayment plan for med- 
ical care sponsored by the banks and asked that 
the President be authorized to appoint a commit- 
tee of three from among the members of the 
Massachusetts Medical Society to confer with the 
bank committee about this plan and that this 
committee report to the Council through the Com- 
mittee on Public Relations. 


Dr. Bagnall moved the adoption of this recom- 
mendation. The motion was seconded by a coun- 
cilor and so ordered by vote of the Council. 

Dr. Bagnall pointed out that each member of 
the Council had received material prepared by 
the committee on the subject of tax-supported 
medical care. He asked to be excused from read- 
ing it as a means of saving time. Dr. Bagnall 
moved that the recommendations contained in 
this part of the report be adopted. The motion 
was seconded and so ordered by vote of the Coun- 
cil. He also pointed out that in some localities 
cases in the insurance fields which involved hos- 
pitalization in wards had given rise to certain 
difficulties. The report recommended that the com- 
mittee appointed to confer with the Massachu- 
setts Hospital Association be instructed to meet 
with that body with a view to straightening out 
the difficulties involved. Dr. Bagnall moved the 
adoption of the recommendation. It was seconded 
by a councilor and so ordered by vote of the 
Council. 


Section B (Appendix No. 12B) was presented 
by the chairman of the Special Committee on Pre- 
payment Medical-Care Costs Insurance, Dr. James 
C. McCann, Worcester. This report contained nine 
recommendations which are concerned with the 
further development of the proposed Massachu- 
setts Medical Service Corporation. 


These recommendations are as follows: 


1. That permission be granted the Massachusetts 
Medical Service Corporation to co-ordinate its activities 
with the Blue Cross relative to (1) the presentation of 
joint contracts to subscribers and (2) administrative 
functioning and expense. This shall be done with each 
group retaining (1) its distinct independent corporate 
identity and (2) the right to issue separate contracts, 
the relation of the two corporations to be determined 
on a contract basis. 


2. That a special committee be appointed by the 


Executive Committee to select an executive director. 
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3. That authority be granted to the special commit- 
tee to hire an actuary, provided that sufficient actuarial 
data are not made available to the committee through 
the Massachusetts Division of Insurance. 

4. That income levels for eligibility for medical- 
service contracts (contrasted to medical-indemnity con- 
tracts) be set up at $2000 for an individual and $2500 
for a family. At present, only medical-indemnity, and 
not medical-service, contracts shall be offered above 
these levels. 

5. That contracts be prepared and presented on the 
following basis: (1) the quick preparation of a surgical 
contract for hospital surgical expense; (2) the prepara- 
tion, as quickly as feasible, of a total hospital medical- 
care contract to cover all medical fields incidental to 
hospital expense; (3) the careful slow preparation of a 
comprehensive medical-care contract covering total 
medical-care expense in the home, office and hospital, 
to be presented when the Massachusetts Medical Society 
so determines. 

6. That such sums as are indicated by the Commis- 

sioner of Insurance (presumably between $10,000 and 
$25,000) be loaned to the Massachusetts Medical Serv- 
ice Corporation by the Massachusetts Medical Society; 
and that other funds be raised by an enrollment fee 
from the participating physicians (to be returned to 
physicians enrolling within a given period of time, 
when, as and if the corporation is financially able to 
do so). 
{To complete action on this proposition and establish 
the Corporation, it is evident from the facts presented 
and from information received from the Commissioner 
of Insurance that but two subsequent steps are required. 
First, the preparation of contracts and, second, the 
preparation of a fee schedule. ] 


~ 


7. That contracts be prepared 


(a) Between the physician and the Corporation; 
(6) Beeween the subscriber and the Corporation; 
_ (c) Between Blue Cross and the Corporation. 


8. That the contracts mentioned above and_ the 
statement to the Commissioner on the unit system be 
prepared and made effective by action at a combined 
meeting of the Committee on Public Relations and the 
Executive Committee. 

9, That a basic fee schedule be prepared, approved 
and put into effect for the Society by a group consist- 
ing of: 

(a) The Committee on Public Relations. 

(6) The Executive Committee. 

(c) Appointees by the President in number and 
type to achieve an effectively balanced pro- 
fessional group, properly representing the 
general physician and the specialists in 
medicine. 

| The fee schedule is a basic proposition: (1) All are re- 
lated to the New York Workmen's Compensation 
Schedule, which is accepted by physicians, govern- 
ment authorities and social workers as fair. (2) Vari- 
ous schedules are moderately lower in agricultural 
sections, and the same or moderately up in industrial 
sections. (3) It is anticipated that the Massachusetts 
schedule will be primarily based on the Michigan 
schedule; there must be a basic table accepted to be 
modified by experience after the Corporation begins to 
function. (4) There must also be presented to the 
Commissioner a statement of the method of compensa- 
tion of the physician, which shall be on the unit sys- 
tem related to the accepted fee schedule.| 


MASSACHUSETTS MEDICAL SOCIETY 


Dr. McCann discussed each recommendation at 
considerable length and after offering, in each 
case, a Most convincing argument, moved its adop- 
tion. In each instance his motion was seconded 
and so ordered by vote of the Council. 

Recommendation No. 5 was discussed by Dr. 
Channing Frothingham. He spoke as follows: 


Unfortunately this plan so well prepared by Dr. 


McCann falls far short of the original ideas of the Council. 


The records of the Council show that all the votes since 
April, 1939, on this subject make it clear that the Council 
has been interested in the development of a plan for the 
delivery of medical care on a prepayment basis. From 
the beginning this movement had the following objects 
in view: 

1. To give more of the people of moderate means 
better medical care. 

2. To give better remuneration to physicians than 
they now receive for the medical care of people of 
moderate means. 

3. To permit more people to leave the charity clinics 
and return as private patients to physicians. 

4. To allay some of the agitation for governmental 
interference in the practice of medicine by satisfying 
inore of the population. 


Although Dr. McCann’s plan visualizes the possibility 
of comprehensive medical care at some future date, at 
present it simply offers some financial protection to those 
who are unfortunate enough to need surgery. Therefore, 
instead of offering medical care to the many, it only of- 
fers some financial protection to the few. This plan will 
not give better remuneration to the great mass of physi- 
cians as it only involves the surgeons. It will not make 
it possible for some of those patients who are now forced 
to go to the charity clinics for medical care to again be- 
come private patients of their own physicians. It will 
do very little more toward furthering the utilization of our 
ever increasingly effective preventive medicine. Further- 
more, it will benefit only a few of those people who are 
agitating for governmental interference in the practice of 
medicine and so accomplish little in averting this threat. 

The question arises, Is it possible to develop a compre- 
hensive medical-care plan on a sound financial basis so 
that the original ideals of the Council can be fulfilled? 
From actual experience in several parts of the country it 
has been established that with from 10,000 to 20,000 sub- 
scribers a medical-care plan can be developed which will 
produce these results. The figures available from the 
White Cross experiment substantiate this. The White 
Cross operating on its adjusted pediatric and obstetric 
charges would with 20,000 subscribers pay its physicians 
adequately. There seems to be little doubt that sub- 
scribers to a scheme sponsored by the Massachusetts Medi- 
cal Society would exceed these figures. 

Another pertinent question is, Will the development of 
this plan before us make it more difficult eventually to 
develop a comprehensive medical-care plan? There is 
some evidence to suggest that these plans for insurance 
to cover surgical fees lead to a marked increase in the 
amount of unnecessary surgery. In our state, in which 
so many poorly trained men are allowed to practice sur- 
gery, this possible increase in unnecessary surgery may 
be a real danger, especially if the Society insists upon 
free choice of physician rather than free choice of quali- 
fied physician. Therefore, should this plan not succeed it 
might well give a black eye to the whole program of 


} 
i 


426 


furnishing comprehensive medical care on a prepayment 
basis. 

This is the time at which the Council should decide 
whether it wants a comprehensive ¢nedical-service plan 
as it has always voted it did, or whether it wants a plan 
just to cover the financial emergency of unexpected sur- 
gery. If the Council prefers a medical-service plan, it 
should not vote to put into operation the plan as here 
presented, but should insist that the entering wedge 
should be the development of a plan for providing gen- 
eral medical care on a prepayment basis to certain groups. 
With the data already received by Dr. McCann and the 
experiences available regarding medical-service plans, it 
should be a relatively easy matter to develop such a plan 
in a short time. 


In answer to a councilor Dr. McCann said that 
“one,” “two” and “three” in Recommendation No. 
5 outlined the sequence in which the Massachu- 
setts Medical Service Corporation should offer 
contracts to the public. First, it should offer a 
surgical, obstetric and x-ray coverage only be- 
cause this was at this time the safe way to ap- 
proach the matter. When this part of the plan 
had been in operation for a while, sufficient ex- 
perience would be gained so as to enable the 
Corporation to extend its coverage to the care 
of all types of hospitalized cases. The further 
experience thus gained he hoped would ultimate- 
ly enable the Corporation to cover all types of 
sickness whether cared for in the hospital, home 
or office. 


Dr. Norman A. Welch, Norfolk, spoke in favor 
of Recommendation No. 5 and emphasized Dr. 
McCann’s statement that the type of coverage out- 
lined in number one of Recommendation No. 5 
was what the people really wanted at this time. 

Dr. Homans asked for a discussion of Recom- 
mendation No. 6 before it was acted on by the 
Council. He wanted to know of the guarantee to 
the Massachusetts Medical Society that this sum of 
$25,000 would be returned. He likewise wanted 
to know whether further sums would be asked 
for. Dr. Ober suggested that this money might 
be borrowed from a bank by the Massachusetts 
Medical Society at 4 per cent interest. He added 
that if the Massachusetts Medical Society put up 
the collateral the money could be had at a rate 
of 24 per cent. 


Dr. Charles J. Kickham, Norfolk, said that the 
Council voted to establish the Massachusetts Med- 
ical Service Corporation. The Insurance Com- 
missioner requires a reserve of $25,000 to be set up 
before such a Corporation can do business. He 
added that there was nothing else for us to do 
but to vote the loan. Dr. Homans suggested that 
the money might be obtained from some charita- 
ble fund. Dr. David L. Halbersleben, Norfolk, in 
objecting to this said that the Corporation should 
be in control of the Society itself. 
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Dr. Lund pointed out that $25,000 means $5.00 
per member. He added that an assessment of 
$5.00 per member would see this program through. 

Dr. George L. Schadt, Hampden, asked if Dr. 
McCann had any information as to how this 
money might be raised. He answered that the 
Michigan State Medical Society had financed its 
own plan and that this phase of the subject had 
been discussed in the Committee on Public Rela- 
tions. He added that the committee believed that 
as this was the Massachusetts Medical Society’s 
program, its funds should be utilized for this 
purpose. 

Dr. Edward P. Bagg, Hampden, spoke of how 
fruitful this meeting had been and moved that a 
special assessment of $5.00 be levied on each mem- 
ber to make this movement possible. This mo- 
tion was not seconded. 

Dr. J. Harper Blaisdell, Middlesex East, directed 
certain questions to the Treasurer as to the net 
quick assets of the Society. Dr. Butler replied 
that the general fund of the Society is about 
$132,000 and that this amount is largely in securi- 
ties. 

Dr. Blaisdell said that we have to come to a 
point where we either have to “put up or shut 
up.” “We have to fish or cut bait.” He added 
that this money should be voted from the free 
moneys lying in our account. 

Dr. Homans wanted to know whether or not 
the $25,000 spoken of was the limit of our obliga- 
tion. 

Dr. Butler said that, in the event that this 
money was loaned, it ought to be made clear that 
we would get it back again. 

Dr. Conley said that this amounted to lending 
money to ourselves and added that it got to a 
point where we cannot trust ourselves with our 
own money. 

At this point there were cries, “Question — 
question.” The question was put and so ordered 
by vote of the Council, as previously recorded. 

President Ober instructed the councilors that 
their district societies should create local profes- 
sional-service committees in the near future. The 
by-laws of the corporation provide for a local ad- 
ministrative unit of nine persons — five physicians 
and four laymen. The former constitute the dis- 
trict professional-service committee; however, any 
additional number of physicians may be added to 
this committee, if it is deemed necessary. He 
added that such committees must be formed, by 
appointment or by election, in all districts before 
the corporation can begin to function. 


Postgraduate Instruction 


The report (Appendix No. 13) was presented by 
the chairman, Dr. Reginald Fitz, Suffolk. It 
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spoke of the wide interest shown in the New Eny- 
land Postgraduate Assembly which was held on 
October 29 and 30, 1941. The total attendance was 
720 and seven states were represented. The re- 
ceipts were $301.41 more than the expenditures. 

The postgraduate extension program for the 
present year has been organized in two divisions. 
One is financed by the Society for which a regis- 
tration fee of $5.00 will be charged and one, having 
to do with venereal disease, is sponsored by the 
State Department of Public Health; for this latter 
there will be no charge. Nine districts have signed 
up for the general course and three for that con- 
cerned with venereal disease. These courses are 
open to all legally registered physicians. 

The committee has as yet arrived at no decision 
in the matter of a postgraduate assembly for next 
fall. 

Dr. Fitz moved the adoption of the report. The 
motion was seconded and so ordered by vote of 
the Council. 


Physical Therapy 
There was no response from the chairman, Dr. 


Franklin P. Lowry, Middlesex South. (See Ap- 
pendix No. 14.) 


Expert Testimony 

Chairman, Dr. George L. Schadt, Hampden, no 
report. 
Automobile Insurance Claims 

Chairman, Dr. Henry C. Marble, no report. 


Convalescent Care 

Chairman, Dr. T. Duckett Jones, Norfolk, no 
report. 
Industrial Health 

Chairman, Dr. W. Irving Clark, Worcester, no 
response. 
Army Medical Library and Museum 


Chairman, Dr. Henry R. Viets, Suffolk, no re- 
sponse. 


Study of the Practice of Medicine by Unregistered 


Persons 


Chairman, Dr. Richard Dutton, Middlesex East, 
no report. 


Committee to Meet with Massachusetts Hospital 
Association 
Chairman, Dr. Howard M. Clute, Suffolk, no 
report. 
Medical Preparedness 


The report (Appendix No. 15) was presented by 
the chairman, Dr. Reginald Fitz, Suffolk. 
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Dr. Fitz has nominated the following members 
of the Massachusetts Medical Society who will 
serve with him as a state committee to promote in 
Massachusetts the work of the Procurement and 
Assignment Service: 

Dr. Howard M. Clute, Suffolk 

Dr. John J. Curley, Worcester North 

Dr. Edward L. Kickham, Norfolk 

Dr. Dwight O’Hara, Middlesex South 

Dr. Walter H. Pulsifer, Plymouth 


These nominations will be subject to confirma- 
tion by Mr. McNutt, head of the Service at Wash- 
ington. 

On January 9, 1942, Dr. Fitz addressed each of 
the eighteen district presidents asking that a pro- 
curement and assignment committee be set up 
in his district. He reports that to date such com- 
mittees have been organized in twelve districts. 

On January 30, 1942, the names of forty-five 
physicians under the age of thirty-six, who had 
already enrolled with the Procurement and As- 
signment Service at Washington, were sent to Dr. 
Fitz “for scrutiny” as to the availability for “serv- 
ices elsewhere in the interest of the national emer- 
gency” — so as “to avoid the indiscriminate dislo- 
cation of practitioners who are in essential capaci- 
ties.” The names on this list have been submitted 
by Dr. Fitz to their respective districts and four of 
these districts have already reported. Dr. Fitz 
added that the results to date reflect credit on the 
Society. 

He moved the acceptance of the report. The 
motion was seconded and so ordered by vote of 
the Council. 


Committee to Examine WPA Records 
Chairman, Dr. Guy L. Richardson, Essex North, 
no report. 
Maternal Welfare 
Chairman, Dr. Judson A. Smith, Suffolk, no 
response. 
Study of Practice of Medicine 
Chairman, Dr. Dwight O’Hara, Middlesex South, 
no report. 
Committee to Revise the By-Laws 


The chairman, Dr. Blaisdell, gave a verbal re- 
port in which he said that a rough draft of the 
by-laws was about ready. He said that when 


these by-laws are finally presented, many changes 
will be noted. He added that there will be an at- 
tempt to clarify the “five-year rule,” that a new 
Standing Committee, to be known as the Hospital 
Relations Committee, will be recommended, that 
an attempt will be made to clarify the duties of 
the Secretary and Executive Secretary, that the du- 
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ties of the Executive Committee will be dealt 
with, that there will be a detailed consideration of 
the budget needs of this Council and finally that 
the status of assessments in district societies in re- 
lation to membership will be indicated. 

He expressed the need for a special meeting of 
the Council, promising that the contemplated 
changes will be in the hands of the councilors two 
weeks before that meeting. 

The Secretary pointed out that it also was the 
intention of the committee to call into conference 
all those committees which might be affected by 
the changes, preliminary to the presentation of the 
final draft to the Council. 

Dr. Blaisdell moved that his report be accepted 
as a report of progress. The motion was seconded 
and so ordered by vote of the Council. Dr. Blais- 
dell moved that a special meeting of the Council 
be convened at such time as the President shall 
determine. The motion was seconded and so or- 
dered by vote of the Council. 


Committee on Rehabilitation 


The report (Appendix No. 16) was ordered by 
the chairman, Dr. William E. Browne, Suffolk. 

The report spoke of many conferences which 
the committee held with Professor Curtis Hilliard 
of the Massachusetts Committee on Public Safety 
and reiterated the Massachusetts Medical Society’s 
time-honored stand of being privileged to be of 
assistance to those afflicted by disease or injury. 
Dr. Browne moved the adoption of the report. 
The motion was seconded and so ordered by vote 
of the Council. 

Dr. Browne moved that the Committee on Re- 
habilitation be instructed to confer with Selective 
Service officials as to how the Massachusetts Med- 
ical Society might best co-operate in the matter 
of rehabilitation. The motion was seconded by a 
councilor and so ordered by vote of the Council. 

Dr. Ralph M. Chambers, Bristol North, read a 
letter which was tabled. 


APPOINTMENTS 
President Ober offered the following appoint- 
ments for action by the Council: 


DELEGATES AND ALTERNATES TO THE House oF Dete- 
GATES, AMERICAN MepicaL AssociATION FROM I, 
1942, ro June 1, 1944: 


Mar. 12, 1942 


DELEGATES TO THE ANNUAL MEETINGS OF THE MEDICAL 
SOCIETIES OF THE OTHER New ENGLAND STATES: 
Maine: Warren H. Sherman, Lowell, and Carleton 
W. Bullard, Newburyport. 
New Hampshire: C. Bertram Gay, Fitchburg, and 
John J. Curley, Leominster. 
Vermont: George D. Henderson, Holyoke, and Wil- 
fred A. Millet, Pittsfield. 
Rhode Island: John A. Reese, Attleboro, and How- 
ard P. Sawyer, Fall River. 
Connecticut: Patrick E. Gear, Holyoke, and Wayne 
C. Barnes, Springfield. 


DELEGATE TO THE ANNUAL CONGRESS OF THE AMERI- 
CAN MepicaL AssocIATION ON MepicaL EpucaTIon 
AND LicENSURE AT THE PALMER House, Cuicaco, FEp- 
RUARY 16 AND 17, 1942: 


Reginald Fitz, Boston. 


REPRESENTATIVES FROM THE MassAcHuseTTs MEpICcAL 
SOCIETY TO A MEETING OF REPRESENTATIVES OF MEDICAL- 
SERVICE PLANS TO BE HELD IN Cuicaco, Fresruary 14, 
1942: 

James C. McCann, Worcester. 
George L. Schadt, Springfield. 


AD INTERIM APPOINTMENTS TO FILL VACANCIES! 
Dr. Robert T. Monroe, Norfolk — chairman, Com- 
mittee on Medical Education. 


Dr. Chester S. Keefer, Suffolk — member, Commit- 
tee on Medical Education. 


Dr. James L. Chute — councilor, Barnstable. 


Dr. Eliot Hubbard, Jr.,— councilor, Middlesex 
South. 


Dr. Louis F. Curran and Dr. Albert Ehrenfried — 
councilors, Norfolk. 


Dr. William B. Castle -— councilor, Suffolk. — 


ComMITTEE To SELEcT DirEcTOR OF THE MAssACHU- 
sETTS MeEpiIcaL SERvICcE CoRPORATION: 

Peirce H. Leavitt, Chairman, Brockton. 

Michael A. Tighe, Lowell. 

Kenneth L. Maclachlan, Melrose. 

William M. Collins, Lowell. 

George L. Steele, Springfield. 


DELEGATE AND ALTERNATE TO THE MEETING OF THE 
Unirep States PHARMACOPOEIAL CONVENTION At CLEVE- 
LAND, Onto, Tuespay, Aprit 7, 1942: 


Delegate: William B. Castle, Boston. 
Alternate: James P. O’Hare, Boston. 


REPRESENTATIVE FROM THE MaAssAcuusetrs MEDICAL 


Delegates Alternates SociETY TO THE MENTAL HEALTH FoR DEFENSE ORGANI- 
David D. Scannell, Elmer S. Bagnall, ZATION, TO TAKE THE PLACE OF Dr. A. WarrEN 
Jamaica Plain Groveland STEARNS, RESIGNED: 
Dwight O’Hara, Ernest L. Hunt, : 
Waltham Abraham Myerson, Brookline. 
Charles E. Mongan, Charles J. Kickham, It was regularly moved and seconded that these 
Walter G. Phippen, John I. B. Vail, appointments be conhrmed, and it was so ordere 
Salem Hyannis by vote of the Council. 
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New Business 


Dr. Ober, in announcing the death of a coun- 
cilor, spoke as follows: 


Dr. Hugh J. Downey, a practicing physician and sur- 
geon in Pittsfield for twenty-eight years, died on Janu- 
ary 31 at the age of fifty-nine. Born in Adams, Dr. 
Downey received his degree from Loyola Medical Col- 
lege in 1912. Dr. Downey served as secretary of the 
Berkshire District Medical Society for ten years, or un- 
til 1939, when he was elected president of that dis- 
trict. He was an active member of the surgical staff 
of St. Luke’s Hospital and was also a member of the 
House of Mercy staff. Dr. Downey was a delegate to 
President Hoover’s Child Clinic Conference in Wash- 
ington, D. C., representing Massachusetts, and to the 
Vermont Medical Council in 1938. He is survived by 
his widow, one son and one daughter. 


At the request of the President, the Council stood 
in silence for one minute in tribute to the mem- 
ory of Dr. Downey. 

The President made the following announce. 
ment: 


At the last meeting of the Council in October, 1941, 
the President and Secretary, on motion of Dr. Mongan, 
were directed to give their attention to the matter of 
the Approving Authority regulations, with a view of 
enlightening the Council as to the present situation. The 
President and Secretary have complied with this direc- 
tion, and the information sought is contained in the 
New England Journal of Medicine, issue of November 
13, 1941, pages 795 to 800. 


The Secretary moved that the Council authorize 
the publication of a directory of the fellows of 
the Massachusetts Medical Society in 1942. The 
motion was seconded and so ordered by vote of 
the Council. 

The Secretary announced that he was forced to 
bring to the attention of the Council an irregular- 
ity in which the censors of a district had certified 
a doctor in that district for membership in the 
Massachusetts Medical Society. This doctor had 
been so certified as the result of an examination 
which had been held on December 18, 1941. This 
examination should have been held on Decem- 
ber 4, 1941. The Secretary suggested that the by- 
laws, as they relate to the time at which the cen- 
sors’ examination shall be held, be suspended in 
this particular case. Dr. Donald Munro, Suffolk, 
so moved. The motion was seconded and so or- 
dered by vote of the Council. 

Dr. Ober read a letter which he had received 
from Robert S. Harris of Massachusetts Institute 
of Technology. This letter spoke of a conference 
which would be conducted February 6, 1942, by 
the Massachusetts Committee on Public Safety on 
the matter of nutrition and asked that the Mass.- 
chusetts Medical Society lend its name as a spon- 
sor to this conference. 
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a second by a councilor, the Council voted to 
leave such matters in the hands of the President 
and Secretary. 

Dr. Ober read a letter asking the Massachusetts 
Medical Society for a donation to a war fund 
which was being raised in Boston as a Boston 
activity. Dr. Ober pointed out that the Massa- 
chusetts Medical Society is a state-wide organiza- 
tion and, inasmuch as its members were aiding 
similar movements in their respective communi- 
ties, he did not believe that the Society should con- 
tribute. No action was taken. 

Dr. Munro addressed the Council to the effect 
that a doctor, who is not a member of a state or 
territorial medical society and who enters the Offi- 
cer Corps of the United States Navy, may be com- 
missioned an Ensign but cannot rise above that 
rank. He raised the question as to whether or 
not the Society’s regulations governing admissions 
to membership might be waived or suspended for 
a period of time in the case of young doctors to 
whom sufficient time was not available to seek 
membership in the Society in the regular way. 

He pointed out that the regulation which re- 
quired examination of all prospective candidates 
by a board of censors was not merely a provision 
of the by-laws, but that such a requirement like- 
wise appears in the articles under which the Mass- 
achusetts Medical Society was incorporated. 

This subject provoked a great deal of discussion 
participated in by Dr. Munro, Dr. Homans, Dr. 
Halbersleben, Dr. Hornor, Dr. Mongan, Dr. Fitz, 
Dr. Blaisdell, Dr. Lund, Dr. Warren, Dr. Browne, 
Dr. Faxon and Dr. Conley. 

Dr. Browne moved that the doctors described 
by Dr. Munro be admitted now, de bene, with the 
provision that they would later on satisfy the 
requirements of the Society. The motion was sec- 
onded and so ordered by vote of the Council. 

Adjournment took place at 4:15 p. m. 


A. Ticue, Secretary 
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Essex Nortu 


S. Bagnall 
V. Baketel 


L. Richardson 
F. Shea 

W. Snow 

F. Warren 


VIMO 


Essex Sovtu 
Bernard Appel 
H. A. Boyle 

C. P. Brown 

C. L. Curtis 
Loring Grimes 
P. P. Johnson 
J. F. Jordan 

b. B. Mansfield 
A. E. Parkhurst 
W. G. Phippen 
E. D. Reynolds 
J. R. Shaughnessy 
J. W. Trask 

C. F. Twomey 
C. A. Worthen 


FRANKLIN 
H. G. Stetson 


HAMPDEN 

E. P. Bagg 

W. C. Barnes 

J. B. Bigelow 
W. A. R. Chapin 
G. B. Corcoran 
Frederic Hagler 
G. D. Henderson 
M. W. Pearson 
A. G. Rice 

G. L. Schadt 

G. L. Steele 


East 

J. H. Blaisdell 
Richard Dutton 
E. M. Halligan 
J. H. Kerrigan 
K. L. Maclachlan 
G. R. Murphy 
R. W. Sheehy 

R. R. Stratton 

J. M. Wilcox 


MippLeseEx NortTH 


W. M. Collins 
R. L. Drapeau 
D. J. Ellison 

A. R. Gardner 
W. F. Ryan 

W. H. Sherman 
M. A. Tighe 


MippLesex SouTH 
C. F. Atwood 
E. W. Barron 
W. B. Bartlett 
S. M. Biddle 
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E. H. Bigelow 
G. F. H. Bowers 
R. N. Brown 

R. W. Buck 

E. J. Butler 

B. F. Conley 

P. A. Consales 
H. F. Day 

C. L. Derick 

J. E. Dodd 

J. G. Downing 
C. W. Finnerty 
H. Q. Gallupe 
H. G. Giddings 
H. W. Godfrey 
Eliot Hubbard, Jr. 
A. M. Jackson 
A. A. Levi 

A. N. Makechnie 
Dudley Merrill 
C. E. Mongan 

J. P. Nelligan 
Dwight O'Hara 
Max Ritvo 

E. S. A. Robinson 
W. D. Roche 
M. J. Schlesinger 
E. F. Sewall 

E. W. Small 

H. W. Thayer 

J. E. Vance 


NorFOoLK 


Carl Bearse 

M. I. Berman 

G. F. Blood 

L. F. Curran 
William Dameshek 
F. P. Denny 
Albert Ehrenfried 
J. J. Elliott 

H. M. Emmons 

J. C. V. Fisher 
Susannah Friedman 
David Glunts 

B. T. Guild 

D. L. Halbersleben 
J. B. Hall 

. J. Heffernan 

R. Jankelson 

. J. Kickham 

. J. E. Kickham 
. L. Kickham 
.S. 
. M. 


Lionberger 
Luce 
Lydon 

L. Lynch 

F 


. F, P. Lyons 
harles Malone 

. W. O'Connell 
H. C. Petterson 
S. A. Robins 

S. M. Saltz 

Db. D. Scannell 
Nathan Sidel 

J. W. Spellman 
J. P. Treanor, Jr. 
W. J. Walton 

N. A. Welch 
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Soutu H. C. Marble 
C. S. Adams W. J. Mixter 
R. L. Cook Donald Munro 
F. W. Crawford R. N. Nye 
W. G. Curtis F. R. Ober 
J. E. Knowlton J. P. O'Hare 
L. W. Pease W. T. O'Halloran 
D. B. Reardon L. E. Parkins 
H. A. Robinson L. E. Phaneuf 
W. L. Sargent Helen S. Pittman 
R. M. Smith 
PLyMoutTH E. F. Timmins 
Charles Hammond S. N. Vose 
P. B. Kelly Shields Warren 
P. H. Leavitt Conrad Wesselhoeft 
G. A. Moore ie 
W. H. Pulsifer 
J. C. Austin 
SUFFOLK Gordon Berry 
A. W. Allen 
L. M. Felton 
A. W. Marsh 
C. S. Butler J. C. McCann 
G. C. Caner J. W. O’Connor 
E. M. Chapman Parkins 
David Cheever W C Seel 
M. H. Clifford RJ. Ward 


N. W. Faxon 
Reginald Fitz F. H. Washburn 


R. P. Watkins 
Maurice Fremont-Smith 
Channing Frothingham Worcester Nortn 


Joseph Garland H. C. Arey 
John Homans E. A. Adams 
A. A. Hornor H. D. Bone 
C. S. Keefer J. J. Curley 
H. A. Kelly B. Gay 

R. I. Lee J. C. Hales 

C. C. Lund B. P. Sweeney 


APPENDIX NO. 2 


REPORT OF THE TREASURER 


The treasurer has continued his investment policy, as 
in the past years, to protect the funds in his care, rather 
than, by taking greater risks, to seek larger interest re- 
turns. Hence interest income, in 1941, was moderate. 
From a study of investment policies of many different 
security portfolios, and from a study of results of many 
managed “investment trusts,” a fair conclusion is that 
constant revision, vigilant supervision and wise foresight 
are essential in successful management of invested funds. 
These rules are important, as never before, when securities 
must be shifted promptly, as new conditions arise with 
startling rapidity, affecting values. Changes in the So- 
ciety’s investments, in 194], have, in almost all instances, 
shown profits. Yet, looking ahead, the increasing threat, 
under war necessities, of dangerous inflation, and the 
deficit financing of our government for past years, are 
warnings to the Society, to spend thoughtfully and eco- 
nomically. 

In 1941, Society revenues from resident dues were 
$49,779. Other net revenues, from interest (not including 
Building Fund) $4081; from sales, $13; net from booths 
sold for annual meeting, $1065; from nonresident dues, 
$1671; from fellows in active service in Army or Navy, 
to receive the Journal, $32; fees from examinations by cen- 
sors, $243; and finally, profits on sales of bonds, $815; 
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together ».:ount to $7920. Hence, total revenues to the The following telegram embodying this résolution was 
Society ai ount to $57,699 — the largest ever received. sent on December 30, 1941: 


Building Fund received net income of $1889; and profits 
from sales of securities, $116. Both were added to the 
Fund, which now totals $62,075. 

Items of expense, in 1941, were larger, primarily because 
of bills for lawyers, first in connection with legislative 
activities; and secondly, for work in connection with the 
proposed Massachusetts Medical Service Corporation. 
There are, the treasurer believes, a number of other ex- 
penses which should be reduced in 1942. As many fellows 
of the Society have been called to active war duties, with 
Army or Navy, and many more must soon be called, the 
Society will be without their presence, their advice and 
their dues. We should strive therefore more than ever, 
with conscientiousness and economy to carry on the many 
activities and duties, now placed on our shoulders. 

The Society ends 1941, with assets of cash and securi- 
ties, totaling $216,800, and unexpended revenues of over 
$12,300 

The treasurer takes this opportunity to thank the of- 
ficers of the Society, the officers of District Societies, and, 
especially the office staff of the New England Journal of 
Medicine, for their continued co-operation and help. 


S. Butrer, Treasurer 


APPENDIX NO. 3 


REPorRT OF THE Executive COMMITTEE OF THE CoUNCIL 

The president of the Massachusetts Medical Society, Dr. 
Frank R. Ober, on December 7, 1941, sent a message to 
His Excellency, Leverett Saltonstall, Governor of Massa- 
chusetts, pledging the support of the Massachusetts Medi- 
cal Society in the crisis which had arisen that day. 

The following letter was received from the assistant 
secretary to the Governor: 


December 17, 1941 
Dr. Frank R. Ober, President 
Massachusetts Medical Society 
8 Fenway 
Boston, Massachusetts 


Dear Dr. Ober: 


Governor Saltonstall asked me to thank you for 
transmitting to him your organization’s pledge of sup- 
port and patriotic offer of assistance. Will you please 
convey to the members his appreciation? 

He feels that it is such spirit that will pull us 
through the grave struggle ahead. There are many 
vital tasks to be accomplished involving all the ability 
and effort we can muster. Through various channels 
many groups are already enlisted for specific jobs and 
if such is not yet the case with yours, you may be 
assured that the call will soon come. 

Sincerely yours, 
RussELL GEROULD 
Assistant Secretary to the Governor 


The Executive Committee, at its meeting December 29, 
1941, approved this act of our president. I now move 
that this act be likewise approved by the Council of the 
Massachusetts Medical Society. 

At this same meeting the Executive Committee took 
notice that our country was at war. This notice took the 
form of a resolution which the secretary of the Massa- 
chusetts Medical Society was directed to send to the 
President of the United States. 


Honorable Franklin D. Roosevelt 
President of the United States 
White House 

Washington, D. C. 


I have been directed by the Executive Committee 
of the Council of the Massachusetts Medical Society to 
submit to you the following resolution adopted in Bos- 
ton, December 29, 1941: 


Whereas, the liberties of all peoples are seriously 
threatened; 

Whereas, these liberties no longer exist in a large 
part of the world; 

Whereas, contagion threatens the spiritual as well as 
the physical things. of life; 

Whereas, personal freedom, the right of free speech, 
the right of peaceful assembly and the right to wor- 
ship God, as one’s conscience dictates, comprise the 
American way of life; and 

Whereas, the Massachusetts Medical Society has 
nourished this American way of life for over one hun- 
dred and fifty-eight years; therefore, be it 

Resolved, that the Executive Committee of the 
Council of the Massachusetts Medical Society, truly 
representative of 5600 physicians in the State of Mas- 
sachusetts, pledges its treasure, skills, loyalty and, if 
need be, the lives of its several members to the Presi- 
dent of these United States and may God keep him 
strong. 

A. Ticue, M.D., Secretary 
Massachusetts Medical Society 


The following acknowledgment was received from M. H. 
McIntyre, Secretary to the President: 


THE WHITE HOUSE 
WASHINGTON 


January 3, 1942 
My dear Dr. Tighe: 

The President has received your fine telegram em- 
bodying the resolutions adopted by your committee and 
he wishes me to convey his deep appreciation of the 
patriotic support which you so generously pledge. It 
is extremely heartening to the President, in carrying 
out the will of the American people, to receive the 
voluntary assurances that the country stands as one 
man in its determination to spare no effort and to as- 
sume every sacrifice necessary to a*successful outcome. 


Very sincerely yours, 


M. H. McIntyre 
Secretary to the President 


Dr. Michael A. Tighe, Secretary 
Massachusetts Medical Society 


The Executive Committee reviewed certain reports which 
will be presented today under the direction of the Com- 
mittee on Public Relations. The first of these has to do 
with tax-supported medical care. This report involves 
the adoption of certain principles which have been evolved 
as the result of the studies of the special committee as- 
signed to this subject. 

The second concerns itself with certain recommenda- 
tions, six in number, which will be presented today as 
the result of the further efforts of the Special Committee 
on Prepayment Medical-Care Costs Insurance. 
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The Executive Committee has approved these reports 


and recommends them as deserving of your earnest con- 
sideration. 

The Executive Committee has approved of a_ third 
matter which will be presented by the Committee on 
Public Relations. This has to do with an attempt to solve 
a vexatious matter which has arisen in certain communi- 
ties out of hospital-care insurance as applied to ward pa- 
tients. If the Massachusetts Medical Service Corporation 
is to include those who will be cared for under a similar 
contract covering medical-care costs, this matter must be 
adjusted. The Executive Committee approves the recom- 
mendations of the Committee on Public Relations looking 
toward this end, and urges its adoption by the Council. 

The following resolution is presented for adoption by 
the Council: 


Wuereas, It has come to the attention of the Coun- 
cil of the Massachusetts Medical Society that the Social 
Security Department of the United States Government 
seems to contemplate a petition to the Congress of the 
United States for legislation which would extend the 
present social security coverage so as to include ap- 
proximately 45,000,000 to 116,000,000 of the Ameri- 
can people; 

Wuereas, It seems to be the intention of the peti- 
tioner to have included in this legislation an extension 
of the provisions of the present Social Security Law 
so as to provide for the hospitalization of approxi- 
mately 45,000,000 to 116,000,000 American people; 

Wuereas, It seems to be the intent of this legislation 
to finance this extension, in the case of the employed, 
by a tax of one per cent on payrolls, one half of which 
is to be paid by the employer and one half as a deduc- 
tion from wages; 

Wuereas, In the case of those who are self-employed, 
it has been intimated that it will be the intent of this 
legislation to finance this extension by adding to already 
existing income taxes an additional tax of one per 
cent up to an amount which will represent one per cent 
of $3000; 

Wuereas, The people of these United States are now 
heavily burdened and will be further burdened by our 
war effort; 

Wuereas, This is the first step in the direction of the 
complete control of the care of the sick by Govern- 
ment; and 

Wuereas, Wherever such control has existed the 
quality of medical care has suffered; therefore, be it 

Resotvep, That the Council of the Massachusetts 
Medical Society in regular session, February 4, 1942, 
does hereby oppose any such extension of the present 
Sociai Security Law as is herein outlined. 

Micnart A. TicHe, Secretary 


APPENDIX NO. 4 


Report OF THE COMMITTEE ON MEMBERSHIP 


The committee recommends: 

1. That the following named twenty-three fellows be 
allowed to retire as of December 31, 1941, under the 
provisions of Chapter I, Section 5, of the by-laws: 


Abbe, Elizabeth M., Roxbury 

Atwood, Charles A., Taunton 

Brown, Percy, Egypt 

Burton, Oscar A., Westminster, Vermont 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Mar. 12, 1942 


Coffin, Arthur B., Dorchester 

Devere, Frederick H., Auburn, Rhode Island, with re- 
mission of dues for 1940 and 1941 

Everett, Frederick L., Springfield, with remission of 
dues for 1939, 1940 and 1941 

Grandison, Wilfred G., Charlestown 

Hamilton, Robert D., Newburyport, with remission of 
dues for 1940 and 1941 

Harriman, Cora E., Framingham Centre 

ms May S., Orleans, with remission of dues for 
94] 

McIntire, Herbert B., Cambridge 

Morrison, Robert F., Holyoke 

Myrick, Hannah G., Dorchester 

Noble, Mary G., Brookline, with remission of dues for 
1940 and 1941 

Parker, Ralph W., Lowell, with remission of dues for 
1940 and 1941 

Rumrill, Samuel D., St. Petersburg, Florida, with re- 
mission of dues for 1939, 1940 and 1941] 

Spalding, Fred M., Boston 

Spalding, Roger, Duxbury 

Wheeler, Lucia A., Uxbridge 

White, Clifford A., Granville 

Wood, Henry A., Waltham, with remission of dues 
for 194] 

Wylie, Eugene C., Dorchester Centre, with remission 
of dues for 1939, 1940 and 1941 


2. That the following named seven fellows be allowed 
to resign as of December 31, 1941, under the provisions 
of Chapter I, Section 7, of the by-laws: 


Bonnar, James M., Fairmont, West Virginia 
Brown, Manning, Hopkinsville, Kentucky 
Coggeshall, Howard C., Dallas, Texas 

Prout, Curtis T., Arlington 

Ragsdale, L. V., Grand Rapids, Michigan 

Segal, Jacob A., Manchester, Connecticut 
Woodbridge, Philip D., New Haven, Connecticut 


3. That the dues of the following named ten fellows 
be remitted under the provisions of Chapter I, Section 6, 
of the by-laws: 


Bartlett, Bernice A., Bradford, 1939, 1940 and 1941 
Bond, Katharine E., Melrose, 1939 and 1940 

Flagg, H. Howard, Charlestown, 1942 

Kaye, Edward, Dunbar, Virginia, 1940, 1941 and 1942 
Moore, Carlton W., Liberia, Africa, 1940, 1941 and 


1942 
Perrault, Gerard R., Nashua, New Hampshire, 1940 
and 1941 


Ryan, James B., 1939, 1940 and 1941 

Sanders, Morris B., Unoccupied France, 1941 and 1942 
Smith, Fannie G., Malden, 1941 

Wilder, Edward W., South India, 1940, 1941 and 1942 


4. That the following named thirty-three fellows be 
deprived of the privileges of fellowship under the provi- 
sions of Chapter I, Section 8, Clauses @ and + of the by- 
laws: 

Atkinson, Velma H., New York City 

Barnes, Louis D., Pittsfield 

Bolger, Mary E., Worcester 

Calkins, Cheney H., Springfield 

Coon, George B., Greystone Park, New Jersey 
Fraser, John A., Somerville 

Garoyan, Gaspard M., Belmont 

Hall, Charles F. A., Newburyport 

Healy, John F., Dorchester 
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Klapper, Claude, Staten Island, New York 
Lane, John W., Dorchester 

Macaulay, Joseph A., Dorchester 

Marcellino, Samuel E., Milton 

McCarthy, Robert J., Malden 

McClintock, Francis B., Chelsea 

McCready, Leo T., Jamaica Plain 

Mintz, Samuel C., Brookline 

Monahan, David T., Bridgeport, Connecticut 
Northridge, Robert J., DeLand, Florida 
Oatman, Jack G., Fort Bragg, North Carolina 
Oberlander, Andrew J., Montpelier, Vermont 
O’Brien, John F., Bedford 

Peatick, George E., Tuscarora, Pennsylvania 
Quigley, Thomas J., Boston 

Quinby, Robert S., North Sandwich, New Hampshire 
Roney, Hugh B., Pittsfield 

Savignac, Eugene M., Detroit, Michigan 
Shadman, Alonzo J., Forest Hills 

Sullivan, Jeremiah, Fall River 

Toohey, Thomas V., Roxbury 

Towle, George P., Carlisle 

Vestal, Tom F., Raleigh, North Carolina 
Zonn, Seymour I., Naugatuck, Connecticut 


5. That the following named ten fellows be allowed 
to change their membership from one district society to 
another without change of legal residence, under the pro- 
visions of Chapter III, Section 3, of the by-laws: 


From Essex North to Norfolk 
Leary, Alfred J., Lawrence 


From Hampshire to Hampden 
Whitcomb, Austin E., South Hadley Falls 


From Middlesex South to Norfolk 
Doherty, John L., Newton Centre 


From Middlesex South to Suffolk 
Barney, J. Dellinger, Cambridge 
Rabinowitz, James I., Cambridge 
Sprague, John S., Brighton 


From Norfolk to Suffolk 
Davies, John A. V., Brookline 
Marlow, F. William, Jr., Brookline 
Tobey, Harold G., Jamaica Plain 


From Norfolk South to Middlesex South 
McKeon, Clementine C., South Hingham 


6. That the following named six fellows be recom- 
mended for readmission under the provisions of Chapter 
I, Section 10, of the by-laws: 


Bassow, George W., Winchendon 
Bianco, Harvey H., North Adams 
Burckel, Arthur W., Adams 
Fallon, Joseph D., Northampton 
Hannigen, R. C., Amesbury 
Nicol, P. H., Worcester 


G. Caner, Chairman 


APPENDIX NO. 5 


REPORT OF THE COMMITTEE ON FINANCIAL PLANNING 
AND BUDGET 


The budget this year is made in anticipation of a consid- 
erable reduction in the coliection of annual dues. The 
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Council is aware that the dues of those fellows entering 
the military services will be remitted on request. Thus, 
if one thousand fellows enter the military services, ten 
thousand dollars of income may be lost. Nevertheless, 
your committee has held that the activities of the Society 
should not at present be curtailed. The situation next 
year will be far more clear. 

Taking the items of the budget in order, as presented, 
the following observations are pertinent: 

The reduction in the salary of the secretary, tentatively 
suggested by your committee last February, in view of 
the possible lightening of his duties through the creation 
of the office of Executive Secretary, was approved by you. 
Since then, an executive secretary has been chosen by 
your Executive Committee. But the lightening of the 
duties of the newly elected secretary has not occurred. 
Dr. Tighe’s enthusiasm, energy and capability have led 
him to devote a great deal of time to his office, and the 
committee in charge of the budget understands that he 
finds the delegation of such duties as he might technically 
be allowed to assign to the Executive Secretary improper 
and not in the best interest of the Society. Therefore, 
your committee feels that a salary of $3000, that paid the 
late secretary, is appropriate. 

The salary of the Executive Secretary, as tentatively 
suggested and approved last year, has been adjusted in con- 
formity with the above. Mr. Boyd, appointed by your 
Executive Committee, though relieved of some of his ex- 
pected duties, as stated above, does, in fact, give practically 
his entire time to the Society, has served various commit- 
tees with success and, as the Committee of Arrangements 
can tell you, has actually, by the development of com- 
mercial exhibits, made the Society’s annual meeting de- 
cidedly profitable. | 

Your committee is aware that the duties of these two 
officers are likely to develop and change during the next 
few years in ways which cannot at present be foreseen. 
Therefore, it holds that these proposed salaries, as pre- 
sented in this budget, need not be regarded as fixed 
precedents and should be scrutinized from time to time 
with a view to adjustment. 

The allowance for expenses of the Society’s officers is 
nearly unchanged. That allotted to the President and 
Vice-President should cover, as well, the expenses of a 
president-elect. The sum indicated here is really a con- 
tingent fund and has seldom been used to any extent. If 
emergencies call for greater expenditures, the Society's 
by-laws permit proper arrangements to be made. The 
Secretary’s allowance is increased. 

The expenditures of certain standing committees will 
be slightly different this year from those of last year. The 
Committee of Arrangements is allotted only $100. As - 
already explained, this committee actually makes a profit. 

The Committee on Publications includes in its activi- 
ties the publication of the Journal and the Directory. It 
has presented this year, under the system established last 
year, a carefully considered budget. You will notice that 
the Journal's allotment, stationary for three years, is now 
actually decreased. Dr. Nye and his staff have so ably 
conducted their publication that its cost, per member of the 
Society, has been steadily lowered and its subscriptions 
from outsiders have been steadily increased. And though 
the cost of publishing the Journal will certainly rise next 
year, Dr. Nye and the Committee on Publications feel that 
subscriptions and advertising will cover additional ex- 
penses. 


The Directory may, if you so decide, be ornitted this 
vear but we call vour attention to several considerations. 
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The old directory is nearly useless; the material for the 
new one is ready and if not used will be wasted. If 
the publication is postponed a year, its expense will co- 
incide with the biennial expense of the Committee on 
State and National Legislation, an undesirable event. Be- 
cause of the biennial sessions of the Great and General 
Court, the Committee on State and National Legislation 
now incurs a considerable expense every other year. Last 
year, owing to the exceedingly long session, legal expenses 
were heavy. This is an off year and an allotment of only 
$100 is proposed. 

Among the special committees, two require considera- 
tion. The Committee on Public Relations was especially 
active last year over the insurance matter. The Presi- 
dent anticipates less expense this coming year. Yet $1000 
should be made available, since some bills have necessarily 
hung over from last year. 

The Committee to Revise the By-Laws, headed by Dr. 
Blaisdell, will require a considerable sum if the original 
plan of printing the corrected by-laws is to be carried out. 
But some seven hundred dollars were expended last year 
and Dr. Blaisdell has suggested a plan, which should sat- 
isfy the Council, by which certain changes and corrections 
will be printed at an expense of not over $300, the amount 
recommended. 

The total budget is $50,800, a sum $1000 less than last 
year, and $3500 less than two years ago. 


Ernest L. Hunt 
F. WILINsSKY 
Epwarp J. O’Brien, Jr. 
Peer P. JoHNSON 
Joun Homans, Chairman 
* * * 


The following budget is submitted: 
Report oF Bupcet For 1942 


SALARIES: 

EXPENSES OF OFFICERS AND DELEGATES: 
President and Vice-President ..............cccccccccccceccceee 500 
Delegates to House of Delegates, A. M. A. ...........00-005 400 
Maintenance Society 4500 


STANDING COMMITTEES: 

Financial Planning and Budget...........:..cccecscscccccees 25 
Publications: 

New England Journal of Medicine.................00.245. 20.000 


SPECIAL COMMITTEES: 
Committee to Examine WPA Records................0.0000005 5 


Committee to Revise the By-Laws.................0secceeeees 300 
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APPENDIX NO. 6 


REPORT OF THE COMMITTEE ON PUBLICATIONS 


The Committee on Publications has secured Dr. John 
F. Fulton, of New Haven, Connecticut, to deliver the 
Shattuck Lecture during the 1942 annual meeting of the 
Society. 

The Committee has continued to supervise the publica- 
tion of the New England Journal of Medicine. We are 
extremely fortunate in having such an able editor as Dr. 
Robert N. Nye. Under his direction, the high quality of 
the Journal has been maintained and the circulation has 
continued to show a gratifying increase. 


RicHarp M. Smitu, Chairman 
James P, O'Hare 

Conrap WESSELHOEFT 
B. Breep 

OLIvER CoPE 


APPENDIX NO. 7 


REPORT OF THE COMMITTEE OF ARRANGEMENTS 


At the last Council meeting, you approved the following 
recommendations: (1) that the annual meeting of the 
Council be held on the evening of May 25, 1942, and (2) 
that the annual meeting of the Massachusetts Medical So- 
ciety be held on May 26 and 27, 1942 at the Statler Hotel, 
Boston. Your committee has made those arrangements. 
A program, detailing the various activities, will be in your 
hands at the proper time. 

The meeting will be larger than ever, but the cost to 
the Society will be less than ever. It is hoped that the 
program will merit your approval and support. 


T. O’HALLorAN, Chairman 


APPENDIX NO. 8 


REportT OF THE COMMITTEE ON ETHIcs AND DIscIPLINE 


The committee has held three full-day meetings during 
the past eight months, at which many cases were dis- 
cussed. These cases fall naturally intc four groups: 


Group No. 1—numerous questions submitted by fel- 
lows as to the ethical nature of proposed publications. 
These requests were discussed and the proposed publica- 
tions read, and decisions were handed down, some for 
and some against, to the satisfaction of the questioners. 


Group No. 2—complaints received against fellows for 
alleged advertising contrary to the Code of Ethics. The 
complaints comprised radio announcements, newspaper 
publications and, in one instance, personal solicitation. 
These cases were investigated, and the committee found 
the fellows guilty as charged. All the accused fellows 
acknowledged their fault, sent letters of apology to the 
committee and promised to desist in the future. The 
apologies were accepted, and the cases placed on file 
pending further accusations, 

Group No. 3— numerous complaints against fellows by 
private individuals claiming exorbitant charges for medi- 
cal services. These cases were investigated, and in each, 
the physician was exonerated and both parties so notified. 
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Group No. 4—two complaints by fellows against fel- : 


lows charging violation of Article IV of the Code of 
Ethics of the Massachusetts Medical Society. After nu- 
merous conversations, correspondence and thorough dis- 
cussion, the committee in both instances found for the 
plaintiff. The defendants were so notified. Personal 
apologies were received in both cases, the complaints 
withdrawn and the cases considered closed. 

Several others matters are now under investigation, 
including two communications from the office of the 
American Medical Association. 


WituraM J. Brickley 

ALLEN G. RIcE 

Frep R. Jouett 

ARCHIBALD R. GARDNER 

Ratpu R. Stratton, Chairman 


APPENDIX NO. 9 


REPORT OF THE COMMITTEE ON MeEpIcAL EpucATION 


This committee finds its effectiveness seriously impaired 
by the departure of one of its members on war service. 
Dr. John Monks left last December to enter the United 
States Navy. Your chairman feels that the Society owes a 
debt of gratitude to Dr. Monks for his faithful and intel- 
ligent service. He was particularly active. He led in a 
study of the by-laws which resulted in rephrasings that 
have improved their interpretation and application. He 
spent a great deal of time investigating the qualifications 
of applicants for fellowship. Also, he had begun the 
collection of data showing the changes that have taken 
place in the membership of our society in the past ten 
years. The material is incomplete, but he has requested 
that some of it be reported at this time to focus attention 
on certain problems that may confront us. 


The membership of the Massachusetts Medical Society 
has grown from 4750 to 5676 in the past ten years. This 
is an increase of almost 20 per cent. It is a more rapid 
rate of increase than in previous decades. Yet the num- 
ber of applicants who become fellows and are graduates 
of approved medical schools has fallen off sharply in the 
last two years. From 1932-1939, they varied from 200 to 
230 annually. In 1940, they fell to 179, and in 1941, to 
115. The reason for this is not clear. Perhaps the war 
has much to do with it. If the decline persists, it merits 
careful study by the Council. During this same decade, 
the number of graduates of unapproved domestic schools 
entering the Society has remained essentially unchanged 
— 22 to 38 in each year. The number of graduates of 
foreign medical schools rose from 4 or 5 through 1939 
to 28 in 1940 and 60 in 1941, 

Perhaps a measure of the efficiency of the Committee 
on Medical Education would be a comparison of the num- 
ber of applicants for fellowship with the number who ac- 
tually become fellows, for very few whom the committee 
passes are rejected by the Censors. In the last four years, 
95 per cent, 96 per cent, 88 per cent and 89 per cent of 
applicants from approved medical schools became fellows. 
During these same years, 40, 46, 40 and 32 per cent were 
accepted from unapproved domestic schools, and 30, 26, 
42 and 66 per cent were accepted from foreign medical 
schools. These figures show that considerable care is ex- 
ercised by the committee. 

As a result of much study and consultation with vari- 
ous officials of the Society, this committee has unanimously 
approved the sense of the following: 
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1. Admission to fellowship in the Massachusetts 
Medical Society seems to be working out more satis- 
factorily under the new by-laws than under the old, 
although it is too early to be definite on this point. 
Members of the committee who served under the old 
rules are relieved to be free of the responsibility of se- 
lecting fairly among a great number of candidates on 
the basis of letters and casual personal interviews. This 
responsibility is now delegated to officers of each dis- 
trict society for the relatively few applicants in their 
area. As they become accustomed to their duty, the 
committee hopes that they will come to depend upon 
the confidential nature of the work and upon frank 
and convincing characterizations of their applicants. 
The committee then reviews the evidence of each man 
and determines whether it is sufficient to accept or to 
reject him or whether to advise deferment. More im- 
portant, the committee equalizes the treatment accord- 
ed the candidates, for it is obvicus that some districts 
will have strict and conscientious officers and others 
may have more lenient officers. 

2. The committee should be allowed to continue to 
exercise its discretion in the approval of candidates. 
Only in this way can similar treatment be accorded 
candidates all over the State, based on one set of rules 
interpreted in the same way in each instance. By and 
large, however, there have been very few cases in 
which the decisions of the district society officers were 
reversed. 

3. The committee is convinced that. the Council 
would commit a grave error if it tried to increase by 
by-law or by interpretation the length of time neces- 
sary for a reputable foreign physician to be resident in 
this country or in one particular community before 
being allowed to apply for fellowship in the Society. 
If the present interpretation — five years since gradua- 
tion from medical school —is retained, the committee 
assumes the responsibility of applying the law in the 
best interest of the Society and in fairness to the ap- 
plicants. If a more rigid interpretation is compelled, 
unfairness clearly will result in special instances. Such 
rigidity conjures up unhappy attempts to go farther 
and define what is meant by the practice of medicine 
(bacteriologists, pathologists and so forth), what is the 
United States (Hawaii, Porto Rico, the Philippines), 
and what is a community (a district-society area or a 
town). 

4. The number of poorly educated graduates of un- 
approved domestic medical schools who enter the So- 
ciety is too great. It appears to be due in large part 
to the considerable efforts on the part of a few fellows 
to do their best for their personal friends. 


Rosert T. Monror, Chairman 


APPENDIX NO, 10 


Report OF THE COMMITTEES ON Pusrtic HEALTH 
AND Pusiic EpucATION 


A joint meeting of these committees was held on Janu- 
ary 15, 1942, to consider the advisability of continuing 
the weekly broadcasts of the “Green Lights to Health.” 
It was brought out at this meeting that the morning 
quarter of an hour now allotted to this program is much 
less satisfactory than that in the afternoon formerly given 
to it, limiting the. audience largely to housewives, The 
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station has also imposed certain restrictions on the sub- 
ject matter of the broadcasts. The field of obstetrics has 
been ruled out, although formerly we always had one 
broadcast each year on this subject. No mention is per- 
mitted of any such body functions as bowel movements, 
menstrual periods and so forth. This has limited the 
scope of the talks and made them less effective. 

With so many physicians entering service and with 
increased demands on the time of the others, the com- 
mittee felt that they were not justified in calling on mem- 
bers of the Society to give of their time in preparing 
broadcasts, where it was so difficult to get definite evi- 
dence that we are accomplishing enough in health edu- 
cation to justify the effort. The committee voted unani- 
mously to discontinue the broadcasts on the completion 
of the present program about March 1. 


Francis P. Denny, Chairman 


APPENDIX NO. 11 


Report oF THE COMMITTEE ON CANCER 


The Cancer Manual for Practitioners has met with a 
considerable degree of enthusiasm and copies have been 
purchased for distribution to the practitioners of New 
Hampshire and Oklahoma. Several other states are in- 
terested in it also. 

The desire of the Women’s Field Army to put on an 
intensive campaign in Massachusetts was discussed, and 
although the committee was sympathetic in principle to 
the aims of the Women’s Field Army, it seemed, after 
careful discussion, that no change in the present situation 
was warranted, and that the Society should not be asked 
to support a campaign by the Women’s Field Army at 
the present time. 

The matter of the reportability of cancer cases was 
discussed. It was felt that it would provide interesting 
and somewhat useful data. However, the committee 
feels that compulsory reporting of cancer cases is not ad- 
visable because of the opposition of patients and the fact 
that reporting must be by name to avoid duplication. In 
addition, it must be remembered that the reporting of 
diseases is an integral part of the police power of the De- 
partment of Public Health and, as such, should be re- 
stricted to those diseases dangerous to public health. Re- 
porting of cancer morbidity was attempted by New 
Hampshire, found unworkable and abandoned. 

The excellent work of the state-aided cancer clinics 
throughout the Commonwealth is known to the majori- 
ty of practitioners. These clinics have been established 
with the active co-operation of the practitioners in a given 
community and serve as striking examples of how enthu- 
siastic co-operation between the medical profession and 
the public-health authorities may react to the great bene- 
fit of patients. The Massachusetts system has aroused 
great interest in other parts of the country, and the Massa- 
chusetts cancer program is regarded as the most satisfac- 
torily functioning program now in operation. 

In view of the fact that the Society has a very real in- 
terest in these cancer clinics, and in view of the fact that 
such a move would be welcomed by the public-health 
authorities, it is recommended that a_ representative of 
the Society, preferably a member of the Cancer Com- 
inittee, be appointed by the President to visit the various 
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state-aided cancer clinics and report to the Society on 
their present state. 
F. G. Batcu 

E. M. DaLanp 

C. C. SImMons 

P. E. TrurspaLe 

SHiELps WarRREN, Chairman 


APPENDIX NO. 12A 


REPorT OF THE COMMITTEE ON Pusiic RELATIONS 


1. The committee has given preliminary consideration 
to a “postpayment” plan for medical care sponsored by 
the banks and now utilized by the Massachusetts Dental 
Society. We recommend that the President be authorized 
to appoint a committee of three from the Massachusetts 
Medical Society to confer with the bank committee about 
this plan and report to the Council through the Commit- 
tee on Public Relations. ; 

2. The Committee on Tax-Supported Medical Care has 
formulated a set of principles and proposals. These 
have been carefully considered by the Committee on Pub- 
lic Relations and we now recommend their adoption. You 
have received printed copies of this report. If the Coun- 
cil adopts these as its policy, they will be submitted to 
organized welfare associations for concurrent action. 
After this is accomplished, the material will go to the 
local administrators of public medical care. The district 
medical societies have already been urged by this coun- 
cil to have their committees on public relation or a spe- 
cial committee apply and maintain steady but judicious 
pressure for better conditions and standards of public 
medical care. 

3. We believe that insurance cases (Blue Cross, Work- 
men’s Compensation cases, automobile accidents and pre- 
payment medical-costs insurance) should be admitted to 
hospitals in the care of their physician of choice. About 
half the hospitals of this state now provide this “private 
ward” privilege. The practice is almost universal outside 
the Atlantic Coast states. We recommend that the Coun- 
cil instruct the Committee on Relations with the Massa- 
chusetts Hospital Association (Dr. Clute, chairman) to 
see whether there can be agreement on a state-wide policy 
in this matter. 

4. The Committee on Public Relations has given major 
consideration to the setting up of the Massachusetts 
Medical Service Corporation. We feel that the Society 
is fortunate in having available for these studies James 
C. McCann, who combines capacity and the service motive 
to an unusual degree. He will present the report of the 
McCann Committee as adopted by the Committee on 
Public Relations. 


E. S. BaGNaLL, Secretary 


APPENDIX 12B 


Report OF SpeciAL. COMMITTEE ON PREPAYMENT MEDICAL- 
Care Costs INSURANCE 


Governor Saltonstall, on May 22, 1941, afhixed his sig- 
nature to an enabling act, which became a law of the 
Yommonwealth, empowering the Massachusetts Medical 
Society to establish a nonprofit corporation for prepaid 


Vol. 226 No. 11 


medical-care costs insurance. Basic principles incorporated 
in the act provided: (1) for preservation of the traditional 
patient-physician relation which guarantees free choice of 
physician to the patient, and freedom of action, with the 
proper restrictions of licensure, law and ethics, to the 
physician; (2) for participation in the program by all 
duly licensed physicians in the Commonwealth; (3) for 
subscriber representation in the corporation by virtue of the 
quasi-public character of the corporation and in recognition 
of a legitimate subscriber interest in such a program; 
(4) for supervision of the corporation by the Commis- 
sioner of Insurance so that the profession might properly 
discharge its serious moral obligation to conserve and 
protect potentially large accumulations of prepaid funds 
collected from the public. 

In October, 1941, the Council voted approval of by- 
laws which outlined a corporation devised to carry out 
the meaning of the enabling act, and to ensure fair and 
reasonable controls over the actions of the corporation in 
medical matters by the medical society which was to 
create and finance the corporation, and which was con- 
tributing the support of its membership to achieve its ends. 
These ends are to help alleviate the burdensome costs of 
medical care for the low-income group, and to avert the 
threat of compulsory health insurance, or of compulsory 
reorganization of the medical profession into groups under 
lay or political domination, 

Today, in February, 1942, the Council is requested to 
take definitive action on proposals, the acceptance of which 
will place us much nearer the achievement of our goal. 
We present these proposals at a time when the satisfactory 
financial condition of the Commonwealth will assure 
interest in our program by industry, trade and labor. We 
present it at a time when activities in Washington indicate 
that reformers again seek to inject government controls 
into the problem of medical care. Consider the an- 
nounced program of nine points of freedom for the post- 
war world, which, in article three, calls for adequate food, 
clothing, shelter and medical care; consider the annual 
message on the state of the Nation, calling for extension 
of hospitalization benefits to the unemployed; consider 
the proposal of the Social Security group that cash bene- 
fits and hospital expense funds be extended to all groups 
of the population while ill and unemployed, on the basis 
of extended taxation; consider that all such proposals are 
initiated and pressed by Falk and Altmeyer of the Social 
Security Department, both public advocates of and prop- 
agandists for compulsory health insurance. Well may the 
profession be on the alert lest we suffer a Pearl Harbor 
in medicine, when our membership is deployed whilst 
giving unselfish service in the armed forces for defense 
of precious liberties which some within our very borders 
would abridge. 


GENERAL OUTLINE OF PROPOSALS FOR EFFECTING 
INCORPORATION 


Turning to the specific proposals on today’s agenda, 
they seek to attain three objectives. The first group of 
proposals relate to several incidental measures necessary 
to complete the establishment of our corporation, These 
steps are as follows: co-ordination of our activities with 
the Assaciated Hospital Service group (Blue Cross); ap- 
pointment of a special committee to select an executive 
director; authorization for procuring the services of an 
actuary for the special committee; and appropriation of 
$25,000 as required by the Commissioner of Insurance. 
The second proposal relates to determination of income 
levels of eligibility for participation as a subscriber in the 
program. The third proposal seeks approval of the prin- 
ciple that complete medical coverage shall be gradually 
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approached through well-defined steps of partial cover- 
age. It would be trite to recall to this council that our 
last proposal of partial coverage as an initial step, asks 
for reversal of previous decisions made by this body. But 
it is well at this juncture for us to recall that the impact 
of world crisis has been adequate cause for the Supreme 
Court of our land to reverse previous decisions. I have 
no fear that the Council of the Massachusetts Medical So- 
ciety will find itself so hidebound by previous decisions 
as to hesitate at reconsidering them in the light of new 
data and figures. I am confident that the Council will 
look to the cold logic of facts and experience for guidance, 
and that it will be influenced more by solid authority on 
what actually has been than by vapid theorizing on what 
might be. 


PROPOSAL RELATIVE TO INCOME LIMITS OF ELIGIBILITY 


The proposal relative to income limits of eligibility 
presents a fundamental and difficult problem, The pro- 
posal reads: “That income levels for eligibility for 
medical-service contracts (contrasted to medical-indemnity 
contracts) be set at $2000 for an individual and $2500 for 
a family, estimated as average family income. At present 
only medical-indemnity and not medical-service contracts 
shall be offered above these levels.” 

First, we must have clearly in mind what we mean 
by the terms “medical-service contracts” and “medical- 
indemnity contracts” as relating to this proposal. We 
must once and for all eschew academic and pointless dis- 
cussion relative to this distinction, and all futile argument 
as to Whether or not this constitutes insurance. We must 
relate these two terms, for clarity’s sake, to the practices 
we intend to carry out. Let us consequently discuss the 
practices and not sterile terminology. By medical-service 
contract, we mean the practice of making available to 
subscribers, within predetermined income limits, con- 
tracts with the corporation on the basis of which they 
shall receive needed medical services of the types and 
amount designated in their contract, from a participating 
physician of their own choice; and that having received 
such medical services, the subscriber shall have no addi- 
tional charges made to him by the physician other than 
such coinsurance or initial charges as are specifically 
enumerated in the policy —the physician in the transac- 
tion being compensated directly by the corporation on a 
unit basis related to an established fee schedule. The 
medical-indemnity contract, on the other hand, indicates 
the practice of selling contracts by the corporation to those 
people with incomes above the designated level, who wish 
to avail themselves of some protection against the 
cost of illness. For the services enumerated in their con- 
tracts, the physician rendering service shall receive a spe- 
cified amount from the corporation, this amount standing 
as a credit on the full charge presented by the physician 
who has in no way bound himself concerning treatment 
or charge by contract with this upper-income group. The 
total charge by the physician for service to a subscriber in 
this category remains on a_ personal contractual basis 
between the patient and physician, as it does at present. 
The subscriber stands personally responsible for the pay- 
ment of the difference between the charge by the physi- 
cian and the allowance by the corporation. 

This brings us to the difficult problem of establishing 
specific income levels to which the two types of con- 
tracts shall be related. We must base our decisions in 
this matter on several interrelated factors. These factors 


may be identified as the general economic background 
of and wage levels in Massachusetts and those factors 
that have influenced previous decisions reached by ex- 
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isting medical-service plans under medical auspices in 
other states. 

With reference to the first factor, — the economic back- 
ground of Massachusetts,—the individual members of 
the Council have previously received a brochure entitled, 
“The Economic Basis for Prepaid Medical-Care Costs 
Insurance in Massachusetts.” As the brochure was pre- 
pared hastily for the use of the special committee, there 
are a few basic charts which have since been more ac- 
curately calculated, and these will now be presented. 

An adequate conception of the economic picture of the 
State is essential if we are to embark on an economic ex- 
periment of this magnitude on a state-wide basis. Other- 
wise serious misjudgments may be formed or ill-conceived 
actions taken. Massachusetts is basically an industrial 
state, with urban concentration of the population 
(Table 1). The census figures for 1940 indicate that the 


Taste 1. Percentage Distribution of Urban and Rural 
Population in Massachusetts (1940 Census). 


REGION 1940 1930 1920 

% % % 


distribution of the population is 86.1 per cent urban and 
13.9 per cent rural. Of the latter group, only 2.9 per cent 
is bona fide rural farm settlement. Also an analysis of 
the occupational distribution of the population as wage 
earners may be had from a compilation based on the re- 
port of gainfully employed persons in the census of 1940 
(Table 2). This chart was prepared by Mr. Joseph F. 


Tasie 2. Occupational Distribution of Gainfully Employed 
Persons in Massachusetts (1939). 


Group No. OF PERCENT- 
PERSONS AGE 
Manufacturing (wage earners)............. 460,67 35.0 -. 
Manufacturing (salaried personnel)........ 61,848 4. 
Wholesale and retail trade................ 262,467 19.8 
Active proprietors of unincorporated com- 

State, county and municipal (except 


*Agriculture, professional, domestic, clerical, self-employed, federal and 
all other unclassified groups. 


King, the statistician for the Department of Labor and 
Industry. As indicated by the chart, the group employed 
in industry represents between 30 and 40 per cent of the 
whole body of gainfully employed workers in the State. 
The percentage levels fluctuate from low to high figures 
depending on the index of industrial production at any 
given time. This, in turn, is influenced by such factors 
as depression, strike, lay-off, high or low inventory level 
and, as at present related to the war, boom conditions. 
The nextsignificant large employed group, but one which 
is approximately only half the size of the industrial 
group, is the body of trade employees. This group con- 
stitutes roughly 20 per cent of the wage earners. The 
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next several groups characterized by such activities as 
public utilities, state, county and municipal employees, 
teachers, services and construction encompass collectively 
20) per cent of the wage earners, although each group 
individually accounts for not more than 3 to 6 per cent 
of the gainfully employed persons. There is one remain- 
ing large unorganized group — the 19 per cent unclassified 
workers — who will be difficult to reach with such a pro- 
gram. These figures indicate immediately that the major 
tactical approach must be toward the industrial and trade 
groups, and toward such large single units as exist in the 
lesser classifications. With evolution of the program, safe 
actuarial methods should be developed for enrollment of 
the lesser classifications down to the ultimate enrollment 
It is basic, however, that smaller units 
are wholly desirable from an enrollment angle if a large 
percentage enrollment of the personnel is achieved, since 
this constitutes the safest form of actuarial procedure so 
far as distributing risk and diluting adverse selection 
against the corporation are concerned. Michigan averaged 
a 60 per cent enrollment in their individual groups. 

It is important to analyze the industrial situation from 
the angle of size and geographic distribution of the in- 
dustrial units (Table 3). A fundamental and surprising 
fact is that of the 9007 industrial establishments in 
the state in 1941, only 900, or 10 per cent, are large units 
(each employing 100 or more workers) that account for 
75 per cent of the approximately 500,000 industrial wage 
earners in the State. The remaining approximately 8000 
units are small (each employing less than 100 wage earn- 
ers) that account for only 25 per cent of the industrial 
wage earners. Our problem thus clarifies itself. On a 
numerical basis, the industrial groups constitute our major 
objective, the trade groups our second objective, and 
other business classifications our third objective. On an 
industrial group basis, however, any one organized group 
of whatever size is as important for enrollment as an- 
other. In the industrial group we should strive primarily 
to secure the co-operation of the 10 per cent group com- 
prising the large industrial units. Success in this prime 
objective must rest on a factual survey of the geographic 
location of these primary units. According to Table 3, 
8.5 per cent are located in the city of Boston, 24.8 per cent 
in Metropolitan Boston, and 75.2 per cent throughout 
the remainder of Massachusetts. A secondary approach to 
this distribution or localization problem is an analysis 
of the geographic distribution of the industrial wage 
earners themselves (Table 4). Forty-three towns account 
for 19 per cent of them, and thirty-eight cities (excluding 
Boston) account for 67 per cent of them,—a total of 86 
per cent,—as against 14 per cent in the city of Boston. 
A secondary breakdown of these figures indicates that 
Metropolitan Boston accounts for only 36 per cent of the 
industrial wage earners, whereas the balance of Massa- 
chusetts accounts for 64 per cent. It is of passing inter- 
est that the two cities of Worcester and Fall River ac- 
count for 10,000 more industrial wage earners than the 
city of Boston. The primary problem of reaching this 
large group of industrial wage earners resolves itself into 
one of making an adequate approach to the problem from 
the viewpoint of industrial managers, industrial wage 
earners and physicians outside Metropolitan Boston — the 
industrial commonwealth. 

What then, in view of these facts, is the medicoeconomic 
significance of the large population aggregate of 2,927,000 
in the metropolitan area? This, as indicated by Table 5, 
is the predominant trade center of the State, the combined 
cities of the metropolitan area accounting for approximate- 
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ly two thirds of the trade employees in the State. Metro. 
politan Boston, according to Prof. Richard P. Doherty, of 
Boston University College of Business Administration, has 
a density of retail trade which is the highest in the Nation, 
being greater than that of New York City and that of thirty- 
six. states. The problem is thus further clarified. The wage 
earners in the heaviest employment category (the large 
industrial units outside Metropolitan Boston), the employ- 
ees in the second employment category (the large trade 
units in Metropolitan Boston) and the workers in the 
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highest wage level as of September, 1941, was in the con. 
struction business ($37.07 per week), and the lowest was 
in the retail-trade group ($22.11 per week). Other groups 
ranged between these levels. As strikingly different ex- 
periences in the weekly wage levels occur over a period of 
years as between the two major groups—industry and 
trade. The trade workers carned an average weekly wage 
of $21.48 in 1939, as against $23.75 in 1941; the industrial 
wage earner averaged a weekly wage of $21.65 in 1939, 
as against $30.62 in 1941. Thus the earnings of the trade 


Taste 3. Relative Number of Workers in 9007 Industrial Establishments in Massachusetts (1941). 


No. oF WAGE EARNERS 
Per EsTaBLISHMENT MENTS 


PERCENTAGE GEOGRAPHIC DISTRIBUTION 


No. OF Per CENT 

Wace or WAGE a 
EARNERS EARNERS OF POLITAN METROPOLITAN 

BOSTON BOSTON AREA 

88,871 0 17.0 83.0 
(32,865) 
(56,006) 

83,008 10.5 29.3 70.7 
81,096 8.7 22.0 78.0 
88,516 75 15.0 31.0 69.0 
45,191 

38,451 

26,319 

9,222 

25 


large units of the third general employment category 
(the diversified classification) must be successfully at- 
tracted to enroll in any program for prepaid medical care. 
Without the support of these economic groups, and the 
support of a large segment of the medical profession of 
Massachusetts, any prepaid medical-care program is fore- 
doomed to ignominious failure! 

No definitive action on this problem of establishing in- 
come limits of eligibility should be taken until we couple 
the preceding analysis of economic establishments and 


Tasie 4. Relative Distribution of Industrial Wage Earners 
in Population Units in Massachusetts (1938). 


No. No. PERCENT- 
AREA OF OF AGE OF WAGES 
WAGE WAGE Paip 
LISHMENTS EARNERS EARNERS 
4,442 251,586 7 277,768,154 
Boston (city) ........... 2,255 54,160 14 64,603,088 
Boston (Metropolitan)*... 4,150 134,317 36 160,123,677 
Towns and cities (extra- 
Metropolitan) ........ 3,348 240,899 64 255,352,482 


*Fourteen cities and 29 towns as follows: cities — Boston, Cambridge. 
Chelsea, Everett, Lynn, Malden, Medford, Melrose, Newton, Quincy, Revere, 
Somerville, Waltham and Woburn; towns — Arlington, Belmont, Braintree, 
Brookline, Canton, Cohasset, Dedham, Dover, Hingham, Hull, Lexington, 
Milton, Nahant, Needham, Norwood, Reading, Saugus, Stoneham, Stoughton, 
Swampscott, Wakefield, Walpole, Watertown, Wellesley, Weston, Westwood, 
Weymouth and Winthrop. 


the distribution of wage earners with a factual investiga- 
tion of the annual earned wages of gainfully employed 
persons in Massachusetts. There is of course as wide a 
variation over several years in the wage levels, as there 
is in employment (Fig. 1). In recent years the index 
number of wages has risen from the low figure of 58 in 
1938 to the figure of 115 at the close of 1941. There is 
likewise a wide range in the wage levels in different oc- 
cupational groups as of any given date (Table 6). The 


worker tend to be stabilized at a median level during 
all phases of a business cycle, while the earnings of the 
industrial wage earner fluctuate widely over the cycle 
from a low of approximately the same median level to a 
decidedly higher level. The fluctuations in industrial wage 
pay are based not only on the rate of hourly wage, but 
also on the hours of employment. The recent increase of 
40 per cent in the industrial wage level is due largely to 
overtime employment and overtime pay. Strangely this 
increase has been accompanied by an increase of only 6.5 
per cent in the number of employed wage earners in in- 
dustry. 


A pertinent analysis of the specific annual earnings of 
workers in Massachusetts is available in a modified study 
by the Massachusetts Division of Employment Security, 
prepared by the Department of Research and Statistics. 
The basic chart has been modified with the help of Mr. 


Taste 5. Comparative Employment in Trade in 11 Lead- 


Estas No. OF 
City LISH WAGE 
MENTS EARNERS 


Joseph F. King to suit the purposes of this study (Tables 
7 and 8). Our deep obligation to Mr. King for his valu- 
able and generous contribution of time in this work should 
be recorded here. Table 7 is based on a statistical sampling 
of earnings reports as taken from the files in the Division 


|| 
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of Unemployment Security for 1939. The original fig- 
ures were based on a sample of 30,525 reports. The groups 
earning from $70 to $400 a year were excluded from the 
revised chart here used, as they are constituted presumably 
of schoolboys, students in parttime employment, and 
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achievement of secure footing, these limits might prop- 
erly be extended. Table 8 indicates that these figures ap- 
ply to a group of wage carners of whom 95 per cent are 
employed throughout three or four of the quarters of the 
year. The importance of establishing the second or family 
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Ficure 1. Trend of Employment and Total Wages in Industry. 


This chart verifies the present high level of wages; the 1938 and 1939 levels 
are about normal. 


individuals with odd-time occupations who are not them- 
selves interested in or capable of carrying full-time em- 
ployment. The exclusion of these groups, which are not 
pertinent to our study, brings the sample down to 20,877, 
as shown in the table. The first eight blocks comprising 
thé groups with earnings from $400 -to $800 annually 
have, by action of the Wage-Hour Law enacted since 
the original study was made, been moved up into the 
group earning $750 to $800 annually. Such is the con- 
notation of the word “corrected.” The study shows that 
25.7 per cent of a diversified group of wage earners in 


Tase 6. Analysis of Employment and Earnings in Massa- 


chusetts (September, 1941). 


Tora AVERAGE 


No. OF 
Group WAGE WAGES WEEKLY 
EARNERS WAGE 
Manufacturing ............... 459,580 $13,966,299 $30.39 
Retail trade............ 73,445 1,624,102 22.11 
Public utilities................ 48,455 1,744,871 36.01 
Municipal employment........ 19,887 549,060 27.05 
Wholesale trade............... 18,305 572,799 31.28 
Miscellaneous classes.......... 44,812 1,033,645 23.60 


Massachusetts earned in 1939, $750 to $800 per year and 
that 14.9 per cent received $800 to $1000 per year. It is 
seen that 22.8 per cent received $1000 to $1500 per year; 
and that 20 per cent received from $1500 to $2000 a year. 
Thus it may be summarized that approximately 40 per 
cent of the wage earners receive from $750 to $1000 a 
year; that another 40 per cent receive from $1000 to 
$2000 a year, and that, of the remaining 20 per cent, a 
little less than 10 per cent (8 per cent) earn from $2000 
to $2500 per year. If the income of the wage earners is 
taken as representing the total family income, then the 
proposed income level for eligibility of $2000 for the in- 
dividual (83.4 per cent of the wage-earning group) and 
$2500 for the family (91.4 per cent of the wage-earning 
group) fairly discharges our responsibility to the low- 
income wage earner of the State in the initial stage of an 
experiment having potential magnitude of significant pro- 
portions. Interestingly, the comparable industrial state of 
Michigan adopted similar levels of eligibility, encompass- 
ing in Michigan 87 per cent of the workers at $2000 and 
93 per cent at $2500. With the passage of time and the 


level of eligibility is indicated by Table 9 which repre- 
sents the experience of Blue Cross enrollment. Nearly 
half the semiprivate subscribers (48.1 per cent) and near- 
ly three fourths of the ward subscribers (71.9 per cent) 
purchase hospital insurance contracts on a family basis, 
rather than on the basis of a smaller unit. A comparable 


Taste 7. Analysis of Annual Wages in Massachusetts 
(1939) Based on a Sample of 20,877 Diversified Wage 


Earners. 


Group 


No. PERCENT- 
Toran or Pre- AGE 
ANNUAL WAGE  CENT- (Wace- FLIGiBILiry 
WAGE EARN- = AGE Hour PERCENTAGE 
ERS CorREC- 
TION) $2000 $2500 
400-450 901 4.23 
450-500 908 4.26 
500-550 914 4.30 
550-600 839 3.94 
600-650 791 3.71 
650-700 790 3.78 
700-750 828 3.88 
750-800 816 3.83 
750-800 (corrected) 6787 25.7 
800-850 786 3.70 
850-900 776 3.64 
900-950 726 3.41 
950-1000 656 3.08 
800-1000 9731 14.9 
1000-1050 639 3.00 
1050-1 LOO 599 2.81 
1100-1150 550 2.58 
1150-1200 543 2.55 
1200-1300 1016 6.76 
1300-1400 970 4.56 
1400-1500 &89 4.17 
1000-1500 5206 22.8 
1500-2000 2792 13.41 20.0 83.4 
2000-2500 1440 6.76 8.0 91.4 
2500-3000 953 4.17 5.2 
3000 and over 755 3.54 3.4 


experience might reasonably be anticipated among  sub- 
scribers to medical-care insurance. 

There are other factors which should be properly eval- 
uated in arriving at a decision on this matter of income 
level of eligibility. They are quickly brought into focus 
by authoritative statements from other states which have 
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resolved this problem. There is shown in the second col- 
umn of Table 10, the variations in the income limits of 
eligibility established by various states which have em- 
barked on medical-care programs. In every state group, 


Tasie 8. Analysis of Total Time of Employment in Mas- 
sachusetts (1939) Based on a Sample of 20,877 Diver- 
sified Wage Earners. 


No. or Wace 
EARNERS PERCENTAGE 


Time 


there is a minority viewpoint which holds that no income 
limitation should be established. Only Medical and Sur- 


Taste 9, Blue Cross Experience in Type of Care and 
Coverage of Hospital Contracts. 


PERCENTAGE PERCENTAGE Percenraas 


Type or Care INDIVIDUAL Huseanp AND Wirt FAMILY 
COVERAGE COVERAGE COVE RAG! 
Semiprivate 27.6 24.3 48.1 
Ward 14.4 ke 71.9 


gical Care, Incorporated, of Utica, New York, has estab- 
lished itself on this basis. All other major groups have 
elected to establish income levels of eligibility. New Jer: 


INCOME 


PLAN CEILING Tyrer oF 
dollars 
Buffalo 1800 (individual) Comprehensive 
2500 (couple) 
3000 (family) 
Surgical 
Utica Comprehensive 


Hospital (medical and surgical) 


New Jersey 2000 (individual) 

2500 (couple) 

200 (each child, 
to 3000 
family limit) 


Comprehensive 


Hospital (medical and surgical) 


California 3000 Comprehensive 
Surgical 
Michigan 2000 (individual) Comprehensive 


2500 (family) 


Surgical 
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Michigan Medical Service. “The income limits for 
eligibility were chosen on the basis of a number of in- 
come studies which indicated the level of $2000 for the 
individual and $2500 for the family constituted the so- 
called ‘comfort level’ above which persons were able 
to make individual arrangements for medical charges. 
The limits were also approximately (slightly lower) 
the limit of $3000 proposed in government legislation 
for the under-income group.” Laux, J. D., Executive 
Director. 


California Physicians Service. “In arriving at the 
income level of eligibility, there was naturally a great 
variety of opinions as to how high or low it should be. 
The one factor that perhaps had the greatest influence 
was the family net-income provision in the bill that 
was at that time being strongly pushed in the legisla- 
ture. This bill provided for compulsory health insur- 
ance for all people earning up to $3000, therefore this 
base figure was used in the rules of California Physi- 
cians Service.” Nelson, J. Philo, General Manager. 


Western New York Medical Plan (Buffalo). “In 
regard to the factors which influence the individual 
and family eligibility, would say that during the period 
of organization of the plan, there were two groups 
who held diverse opinions on this question. First, the 
majority opinion was that the income limits, or ceil- 
ing, should be very low. The minority view was that 
we should have no limits at all. The majority opinion 
prevailed, and the limits were set at $1500, $2000 and 


Taste 10. Comparison of Major Medical-Care Programs in the United States. 


REIMBURSEMEN1 
PREMIUM 


CEILING 
dollars dollars 
18.00 (individual) 200 
27.00 (couple) 300 
36.00 (family) 400 
4.80 (individual) ; 150 
13.20 (couple) 150 (each) 
20.40 (family) 150 (each) 
16.80 (individual) 225 
13.80 (wife and each 16-18-yr.-old child) 325 
9.00 (each 1-16-yr.-old child) 425 
10.00 (individual) 275 
9.00 (wife and each 16-18-yr.-old child) 325 
7.20 (each 1-16-yr.-old child) 425 
17.10 (individual) 
31.35 (couple) 
42.75 (family — 1 child) 
48.75 (family — 2 children) 
54.15 (family — 3 children) 
7.80 (man 
9.60 (woman) 
30.00) (individual, including 9.60 for hospital care) 
6.60 (individual) 
24.00 (individual) 325 
42.00 (couple) 555 
54.00 (family) 875 
6.00 (individual) 150 
15.00 (couple) 150 (each) 
24.00 (family) 150 (each) 


sey Medical Service established a low level of $1600, but 
for reasons unknown to the committee changed the limits 
to $2000 for the individual, $2500 for man and wife, and 
an allowance of $200 for each child up to the income 
limit of $3000. How the other major groups arrived at 
their figures is indicated by the following extracts from 
correspondence with them: 


$2500, respectively, for the three classes of subscribers 
— individual, man and wife, and family. When this 
plan was presented to the Insurance Department of 
the State, they demurred on the grounds that the 
limits were entirely too low, and at their insistence, 
they were raised to the present limits of $1800, $2500 
and $3000.” Critchlow, George R., Medical Director. 
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There are further reasons why the committee suggests 
this simple approach on the basis of a flat level of individ- 
ual and family incomes. The personnel managers of 
many organizations were polled and the opinion held by 
the majority of them indicated that their co-operation 
would be procured only to the extent that the society 
presented a simple basis of income eligibility for enroll- 
ment. Several organizations would refuse to divulge dif- 
fering income levels among their employees; others would 
not set up the machinery for determining complicated 
and varying income bases for eligibility. If this responsi- 
bility devolved on the medical-service corporation, it 
would entail increased administrative expense. Industrial 
surgeons engaged in offhand conversation and queried, 
“What income limits encompass our problem?” replied, 
“About $2000 to $2500 for the family.” 


Proceeding on this simple base for enrollment, we can 
transpose the whole problem into an actuarial one, rather 
than establishing it on a complicated, unwieldly and 
poorly controlled enrollment basis. Because of these 
empirical reasons and the preceding statistical data, the 
committee has seen fit to recommend the same income 
levels of eligibility (or ceiling) as the comparable indus- 
trial state of Michigan, that is, $2000 for the individual 
and $2500 for the family, estimated as average family 
income. Above these income levels or ceilings, contracts 
will be available for the present only on a medical- 
indemnity basis. 


PROPOSAL RELATIVE TO PARTIAL-COVERAGE OR COMPLETE- 
COVERAGE CONTRACTS 


The next proposal entails complete reconsideration of 
all previous actions taken by the Council relative to the 
method of approach to the problem of prepaid medical 
care. The proposal reads, “That contracts be prepared 
and presented on the following basis: (1) the quick 
presentation of a so-called ‘surgical contract’ (coverage 
for the expense of hospital surgery, obstetrics and diag- 
nostic x-ray service); (2) preparation, as quickly there- 
after as is feasible, of a total hospital medical-care con- 
tract to cover all medical fields incidental to hospital 
medical-care expense; and (3) the careful, slow prepara- 
tion of a comprehensive medical-care contract covering 
medical-care expense in the home, office and hospital, to 
be presented later.” 


Your committee urges a gradual approach to our ulti- 
mate objective and ideal—total medical-care coverage 
by a comprehensive policy — through well-defined initial 
steps of partial coverage. There are many reasons for not 
initiating our program with complete coverage, all of 
which may be summarized briefly as follows: complete 
medical-care coverage as the initial step in an extensive 
program has proved hazardous and frequently unsound; 
it has lacked widespread public acceptance by the low- 
income groups, the one true measure of public demand 
and interest; it has been subject to disrupting and ill- 
controlled abuses by the public in medical care at the office 
and home; and it has entailed either serious financial loss 
or inadequate compensation for the physician when un- 
buttressed by surpluses from more actuarially sound 
partial-coverage contracts. 

It is well to realize that with the years of experimenta- 
tion behind the profession, in which most initial ventures 
in other states were initiated with complete medical-care 
contracts, a survey of the breadth and length of this mighty 
land reveals only about 300,000 subscribers (exclusive 
of 450,000 in Michigan) to medical-care programs. 
Such a result will neither solve the problem of medical 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Mar. 12, 1942 


costs for the low-income group, nor roll back the threat- 
ening wave of government control of private-family medi- 
cal practice. The experiments have been of inestimable 
value as a source of information for developing sound, 
widespread, and publicly acceptable programs. However 
it seems that failure to proceed successfully at a faster pace 
in the future will prove futile and disastrous. Reformers 
wait neither on time nor doctors! This recommendation 
for initial partial-coverage contracts mirrors the findings 
of an earlier committee, the Subcommittee on Social 
Legislation Insurance of the Committee on Public Rela- 
tions, which in 1938 recommended partial coverage for 
medical expense in the hospital only. Your present com- 
mittee in effect resubmits its sound conclusions, follow- 
ing a survey of recorded experiences during the past five 
years in various sections of the country, and it further- 
more presents support for such an initial partial-coverage 
step, by way of recommendations from outstanding 
authorities in the field. 

Why should we consider charting a new course and 
rejecting total coverage as the initial step? The reason 
comes persuasively frem the lips of Mr. John R. Mannix, 
who years ago was active with the Cleveland Academy 
of Medicine in formulating its plans, and is now director 
of Michigan Hospital Service and interlocked actively 
in administrative work with Michigan Medical Service. He 
writes: 


The public is not yet ready to accept prepayment for 
complete medical care. The first prepayment plan was 
for hospital coverage in New Orleans, St. Paul and 

- elsewhere in 1933. The movement started by offering 
hospitalization at 60 to 80 cents a month for the in- 
dividual. The public took the attitude that there was 
not much to lose. Then the call on the budget was 
slowly increased to $1.50 or $2.00 a month for the 
entire family in 1936. When the Michigan medical- 
care plan for complete coverage was started, this meant 
a jump from $1.50 per month for family hospital cov- 
erage to $6.00 per month for family coverage of hospi- 
tal and complete medical-care expense. The public is 
not ready to budget that much money. They must be 
led gradually to increasing budget contributions. The 
only ones who took the complete medical-care pro- 
gram were large numbers of people in groups which 
were known to need considerable medical care. Thus 
groups were selecting adversely against the program. 
As a consequence the complete medical-care portion 
of the program suffered a deficit of $75,000. 


It should be recorded here that it is Mr. Mannix’s con- 
viction that over the years the American people can be 
educated through the medium of partial-coverage con- 
tracts to budget the sums necessary for complete medical- 
care coverage. 

Experiments with prepaid medical-care programs fair- 
ly well cover the Nation. When Massachusetts, venturing 
on a state-wide program, looks abroad to profit from 
experience elsewhere, she must use discrimination re- 
garding sources whence conclusions are drawn. We have 
nothing to learn from a chain of small private group- 
clinics like the Ross—Loos organization in Los Angeles. 
Having rejected the basic philosophy of consumer domi- 
nated co-operatives in the field of medical care, there is 
but little to learn from the Elk City Medical Cooperative, 
of Oklahoma, in the heart of a producer and consumer 
farming co-operative country, or from the federally financed 
and nurtured Group Health Co-operative in Washington, 
D. C. Small medical plans in individual cities and in re- 
stricted geographic sections afford little dependable ex- 
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perience for such a venture as Massachusetts approaches. 
We must be particularly wary of the dependability of the 
many general surveys stimulated by the report of the Com- 
mittee on the Costs of Medical Care (1928-1931). Many 
of these surveys seem to assume an unwarranted degree 
of accuracy. Michigan found that a survey estimate of 
eight hundred office calls per 1000 subscribers grew to the 
figure of sixteen hundred office calls per 1000 in actual 
field experience and that the United States Public Health 
survey estimate of a case rate of one mastoid and one her- 
nia per 1000 persons per year, proved from field experi- 
ence in Michigan to be two mastoids and four hernias per 
1000 per year. Accepting the integrity of the bulk of the 
profession as a basic premise, we had better interpret this 
discrepancy as incidence of the absolutely restricted value 
of general surveys, rather than as evidence of unnecessary 
surgery. People are not fooled about mastoids or hernias 
at the rate of two to one and four to one. This may 
properly be interpreted as more adequate distribution of 
needed surgical care. The most valuable lessons for 
Massachusetts are to be derived from the states of Michi- 
gan, California and northern New York. 

Having reviewed the empirical conclusions of Mr. Man- 
nix, let us review his story of Michigan’s actual experience 
with a complete medical-care contract. He writes: 


The Michigan Medical Society and its Board of Dele- 
gates originally proposed and developed a program for 
complete medical care. The Ford Motor Company be- 
came interested as the first large subscriber but would 
not permit a deduction of $6 per month for complete 
coverage of hospital and medical care for the family. 
They said they would only take surgical care. Such a 
contract had not been prepared or planned, and the 
Medical Society at first opposed partial coverage. Because 
of the insistence by industry, they then agreed to pre- 
pare a policy offering surgical, obstetrical and x-ray 
coverage, with the understanding that they would push 
the complete medical-care policy and offer the partial 
coverage only where it was demanded. But they found 
that the public was not ready for an adjustment from 
$1.50 for monthly family hospital coverage to $6 a 
month for total family hospital and complete medical 
coverage. Despite all efforts, they could not get any 
interest in complete medical coverage even when they 
pushed it. At first they even had no folders on sur- 
gical coverage. But industry kept insisting, “Why not 
talk about surgical coverage?” In practice they have 
had to reduce complete medical-care coverage because 
of the abuse it was subject to. The abuse was in the 
home and office visits. The chief ones were in allergy 
and in pediatrics. A mother would come downtown 
with five healthy children and walk in on the pedia- 
trician for examinations. The physician in this policy 
became as available as the nearest telephone. The 
Michigan Medical Society has lost $75,000 on the com- 
plete medical-coverage plan, even though they had a 
deductible initial charge of $5 which the patient paid. 


Further evidence of the unsatisfactory Michigan experi- 
ence with complete coverage is attested by the statement 
of Mr. Begley, assistant director of Michigan Hospital 
Service, at a meeting of those interested in the medical 
plans in Atlantic City on September 16, 1941. He said: 


They enrolled the entire Highway Department of the 
State of Michigan under a complete medical program; 
after a year’s experience, the plan lost approximately 
$10,000 on this one account. It had been determined 
that subscribers would use approximately eight hundred 
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office calls per one t' ~ ubseribers, but in this one 
case subscribers used sixteen hundred office calls per 
1000. The Michigan Medical-Care Plan was not as 
successful as they had heped. 


In view of these enlightening revelations, how has 
Michigan Medical Service achieved its phenomenal suc- 
cess of over 400,000 subscribers, and participation by 
Michigan physicians to the extent of over 80 per cent in 
one year? They did this by responding realistically to the 
public demand in industrial Michigan with a_partial- 
coverage contract for surgery, obstetrics and x-ray service 
in the hospital. The public emphatically demonstrated 
their interest when at one period in the first year, it had 
bought over 187,000 surgical contracts and only 5816 
complete-coverage medical contracts. Later in the year, 
General Motors participated inthe plan to the extent of 
enrolling 250,000 subscribers; 82 per cent of these bought 
the partial-coverage surgical policies. On this contract, 
Michigan Medical Service has paid 100 cents on the dol- 
lar of the established fee schedule; on the complete- 
coverage contract it has paid 70 to 85 cents on the dollar, 
but with a substantial deficit. During 1940, $200,000 
was paid to the physicians for services to subscribers. 
During 1941 over $1,000,000 was paid, and at the present 
time payments to physicians approximate $200,000 per 
month. 

One matter of major importance from: the viewpoint 
of our secondary objective of blocking compulsory health 
insurance is the rapid rate of enrollment in Michigan in 
one year (400,000 participants) in comparison with the 
300,000 enrollees in all the other plans in the country 
over a period of years. Michigan has also dealt with one 
of the most strongly organized groups of union members 
in the country. In striking contrast with the demand 
of many labor leaders for compulsory health insurance, 
there stands the attested attitude of the individual mem- 
bers of the United Automobile Workers in Michigan that 
they sympathize with the doctors not wanting govern- 
ment in medicine and in the hospitals, just as they them- 
selves want to keep government out of the unions, and 
that, so long as the physicians continue to provide a satis- 
factory arrangement for them for medical care, that will 
continue to be their attitude. Bearing out the achieve- 
ment of Michigan Medical Service in reaching the low- 
income groups, which are not so effectively organized in 
unions as the automobile workers, is the fact that the best 
enrollment has been among the distinctly low-income 
group. Kresge store girls get $13.00 per week, and 92 
per cent of these girls in the Kresge stores in Michigan 
are enrolled, and there are 2000 of them. Mr. Mannix 
has the following to say concerning these girls: 


They are self-respecting, they buy everything else, 
and they consider these rates within reason. The rea- 
son they previously went to the hospital as charity 
ward-service cases was not that medical care was so 
expensive; they were not prepared to budget for the 
expense. There are relatively few families who cannot 
budget for medical care. 


Further valuable information concerning experience de- 
rived from an extensive geographic area is available from 
California. In view of the gratuitous remark so frequent- 
ly passed, that a complete medical-care program with an 
initial enrollment of 5000 to 10,000 people can successfully 
carry itself and properly compensate the physicians, the 
California experience with 30,000 subscribers is particular- 
ly enlightening. Mr. Mannix, of Michigan, reports: 
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California offered complete medical-care contracts 
only, from 1939 onward for two years. After two 
years’ experience with the complete medical-care con- 
tract, they were convinced that the complete program 
was not what the public wanted. Their monthly rates 
were $4.50 for man and wife and two children and 
$0.75 for every other child. Their complete contract 
was thus less expensive than Michigan’s. With it they 
paid the doctors an average of 60c on the dollar. 
After two years they visited Michigan to get infor- 
mation about the surgical contract. Last August, they 
offered the surgical contract to the public. 


Direct correspondence with the administrators of the 
California Physicians Service expands the basis for these 
assertions. A letter from Dr. Larsen, the secretary and 
medical director, contains the following illuminating re- 
marks: 


The trick in all of these medical pians is to get off 
on the right foot. Once you are in the game it is very 
hard to change around, and while you are doing so 
you lose both medical and public support. I am just 
throwing this out because I feel that this is the proper 
way to approach the development of a medical-service 
plan.... 

There is no question but what the public wants full- 
coverage medical service rather than just the surgical 
benefit. Our figures to date... involving over 30,000 
members . . . would lead us to believe that the public 
is not yet prepared to pay the cost that a full-coverage 
plan would require. We have gone into the full cov- 
erage with complete knowledge of this, but we felt 
that some of these medical-service plans should find 
out just what the implications of full coverage under 
the free-choice service would actually mean in terms of 
dues and in terms of public reception. We believe 
that we are pretty close to the answer after two and 
one half years of experience. We have found that the 
full-coverage plan puts us into the white-collar class 
and does not get us the real low-income people. This 
has made for bad public relations as far as the medical 
profession is concerned, because a good number of our 
physicians feel that these people have been able to pay 
their bills previously. When you are confronted with 
a low-unit value, the doctor feels that he is losing 
money by taking care of this class of people. 


A final statement with reference to the weakness of com- 
plete coverage as an initial approach for Massachusetts 
is contained in a letter, dated December 30, 1941, from 
J. Philo Nelson, general manager of California Physicians 
Service: 


Experience under the full-coverage medical con- 
tract, in which all services, including the first visit, 
are taken care of, indicates a considerable amount of 
abuse on small insignificant ailments. This abuse is 
enough to have a definite influence on the payments 
that can be made for all services under the plan. Cali- 
fornia Physicians Service has now discontinued the 
sale of this particular contract, and in lieu thereof 
is offering a contract in which the member patient 
must pay for the first two visits in each ailment. 
Whether or not this restriction can solve the problem 
we shall not know until we have sufficient experience. 


The questions now arise, Are we to profit by the ex- 
perience of these existing medical plans, or are we going 
to blind our eyes to the very evident implication of 
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these results, and have to relearn the same costly les- 
sons which these planners have concretely revealed? All 
of us who follow their lead are profoundly indebted to 
the physicians and lay associates in the various sections 
who have sacrificed time, effort and income that we 
who now must run, may profit by their more leisurely 
experience. Three striking facts are apparent from a 
survey of the field: most plans which started initially 
with a complete-coverage medical contract have been 
forced by public demand to fortify it with a partial- 
coverage contract; there is about an even division among 
these plans (Table 10) concerning which of two types of 
partial coverage is best added to the complete-coverage 
contract, that is, a hospital surgical, obstetrical and x-ray 
partial-coverage contract or a_ partial-coverage contract 
providing for all medical-care expense in the hospital; 
and there is definite feeling among these now experi- 
enced administrators that a state program, newly start- 
ing, might be well advised to initiate its program with 
a partial-coverage contract. 

The opinion and the recommendation of your com- 
mittee are that, profiting by these valuable experiments 
elsewhere, Massachusetts Medical Service be initiated on 
the basis of a partial-coverage contract. Our two ob- 
jectives might be set as follows: to demonstrate to the 
many states that are becoming interested in voluntary 
prepaid medical-care programs and, like us, must profit 
from the experience of those that preceded us, how 
quickly and solvently such a program may be established 
on a state-wide basis; and to measure empirically the 
degree and extent of medical coverage and the premi- 
ums which the public will accept at present, and, as a 
corollary, the rate at which the public can be led volun- 
tarily through partial coverage, to budget for com- 
plete medical-care coverage. The profession should not 
police the public to acceptance of specific types of 
medical coverage, any more than the government should. 
To this end your committee has recommended the im- 
mediate presentation of a partial-coverage contract pro- 
viding for hospital surgical, obstetric and diagnostic x-ray 
benefits. This policy is actuarially sound; it represents 
the present limit to which the public gives evidence of 
participating voluntarily in large numbers; it will es- 
tablish the corporation on a sound basis and create a re- 
serve to buttress a more experimental total-coverage con- 
tract later. Within a short period of time after present- 
ing the surgical contract, a contract covering complete 
medical-care costs in the hospital would be presented. 
This second policy would thus cover all the catastrophic 
medical expenses incidental to hospitalization. Then 
over a period of one or two years, a comprehensive 
medical-care contract covering medical-care expense in 
the home, office and hospital can be prepared, based on a 
further experience with this contract in other sections, 
and buttressed by a financial reserve accumulated with 
the actuarially sounder partial-coverage policies. The 
present committee would not assume the responsibility 
of preparing and presenting a complete-coverage policy 
within a shorter period of time than one or two years. 
As the committee senses a determination on the part of 
the Society to act immediately, there seems no rational 
alternative but to initiate the program on the basis of 
a partial-coverage contract. 

The lessons of experience point this way as indicated 
by even a cursory examination. Conviction comes more 
completely by specifically seeking advice from unques- 
tioned authorities on medical-care programs. The fol- 
lowing excerpts from conversations or correspondence 
with such authorities leave little doubt as to the logic 
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of an approach through partial coverage for any state- 
wide plan initiated from this time forward. Again I 
quote from Mr. Nelson, of California Physicians Serv- 
ice, who writes, “The surgical benefit contract is more 
or less predictable from an actuarial basis, and is the 
soundest one to begin with.” This viewpoint is emphati- 
cally substantiated by a frank categorical statement by 
Mr. Mannix, “From the experience of Michigan, partial 
coverage is the only approach that is reasonable.” He 
continued in an advisory tone that the recommendations 
of our committee were sound and that “it would be 
well to go to the combination of hospital coverage with 
surgery, obstetrics and diagnostic x-ray; then to hospi- 
tal coverage with complete medical-care coverage in the 
hospital; then hospital coverage with total medical-care 
coverage.” 

The next source I wish to quote from is an eminent, 
nonprofessional student of medical economics. I refer 
to Michael Davis, formerly a member of the Executive 
Committee of the Committee on the Costs of Medical 
Care and at present chairman of the Committee on Re- 
search in Medical Economics and editor of Medical Care, 
the quarterly publication of that committee. An ex- 
pression of opinion by him on our specific problem de- 
serves to be highly regarded. I quote him both from 
conversation and correspondence. The conversation can 
be presented only as my memory recalls it, and hence 
with the reservation with which recollected statement 
must be offered. In discussing the question of a partial- 
coverage or a complete-coverage contract as the initial 
step in a program such as ours, he said that the only 
certain way of achieving a financially secure base with a 
complete-coverage contract would be by procuring the 
co-operation of an industrial establishment which would 
guarantee from the beginning the necessary 10,000 or 
more subscribers to a complete medical-care contract, 
which enrollment is estimated as the minimum figure 
which will stabilize such a contract financially. In 
correspondence with him, his full statement —the last 
sentence of which accepts the principle of an initial step 
by partial coverage — was as follows: 


I believe that the medical profession ought to offer 
a scientifically designed medical service, utilizing the 
preventive and therapeutic powers of medicine. A plan 
under medical-society auspices ought, therefore, to in- 
clude general medical care and specialist service in 
minor disease and in the early stages of serious disease, 
as well as service for expensive catastrophic illnesses 
requiring hospitalization. You may, however, pro- 
ceed with the aim of getting a prepayment plan 
promptly under way with enough membership to be 
self-supporting, rather than from the point of view of 
basic professional principles. Under such limitations, 
a service confined to the last-named group of illnesses 
will usually be more salable to industrial workers, 
chiefly because, in their view, the rate will be lower 
and the sense of immediate protection stronger. 
Where could one find a more lucid, precise statement of 
our objectives? 


Finally, I quote several excerpts from letters received 
from Mr. R. F. Cahalane, executive director of Massachu- 
setts Hospital Service (Blue Cross), who is in a strategic 
position to measure the interests and demands of individ- 
uals and organizations in Massachusetts. One letter re- 
marked, “My only hope is that your committee can meet 
soon and as often as necessary to crystallize this whole 
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thing and get a surgical plan out to the public without 
delay.” In another letter he stated: “In our contacts 
with present subscribing groups and prospective groups. 
we are running into some difficulties because of our lack 
of surgical coverage. Most of these groups openly admit 
the one reason for considering commercial groups is the 
surgical coverage, and everyone admits the superiority of 
the Blue Cross plans.” Another statement was as follows: 


Enclosed is another indication of the urgency of get- 
ting a surgical plan started. I am enclosing a letter 
from a subscriber, which was written in reply to a let- 
ter from us, inquiring why a subscriber cancelled. This 
subscriber appears very grateful to Blue Cross for all 
that has been done for him, but has taken a commer- 
cial contract because he can get surgical coverage. The 
number of instances where my men have occasion to 
report to me serious competition is rapidly increasing. 
A number of instances have arisen this week. The 
only competition exists because we are unable to offer 
a surgical contract. For this reason I am pleading for 
prompt action toward this end, 


Finally I present a letter from Mr. Cahalane which indi- 
cates the reception our first partial-coverage contract will 
probably receive. He writes: 


In getting the list of firms which indicated their in- 
terest in the surgical plan, which list was given to the 
Commissioner of Insurance, I find that a number of 
interesting answers were made to the question whether 
they were interested. 


Boston Consolidated Gas Company. 
When is it coming?” 

Converse Rubber Company. Mr. Berlin, president, 
“If Blue Cross supports and recommends it, we 
certainly will be interested.” 

Filene’s. Mr. Bean, executive assistant, “The soon- 
er the better.” 

First National Bank of Boston. Mr. Brown, “Very 
much interested.” 


Hood Rubber Company. Dr. Daniels, “Very much 
interested.” 


Lever Brothers. Mr. Kelley, “Very urgent.” 


New England Telephone and Telegraph Company. 
Mr. Weir, “Absolutely.” 


Mr. Spaulding contacted the Heald Machine Com- 
pany, Norton Company and Whitin Machine Com- 
pany (Worcester County). He received an O. K. 
from all of them. I do not have a record of just what 
the comments were in detail. 

Mr. Cunningham made the contacts in Boston, and 
he reported general enthusiasm on the part of every- 
one. From this it would appear to me that there will 
be no problem in getting enrollment. 


“Absolutely. 


For these cumulative and convincing reasons your com- 
mittee recommends: (1) the quick preparation of a so-called 
“surgical contract” (meaning coverage for the expense 
of hospital surgery, obstetrics and diagnostic x-ray service) ; 
(2) preparation, as quickly thereafter as is feasible, of a 
total hospital medical-care contract to cover all medical 
fields incidental to hospital medical-care expense; and (3) 
careful, slow preparation of a comprehensive medical-care 
contract covering medical-care expense in the home, office 
and hospital, to be presented later. 

James C. McCann, Chairman 
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APPENDIX NO. 13 


REpPoRT OF THE COMMITTEE ON PosTGRADUATE INSTRUCTION 


The Society’s postgraduate program began this fall with 
the New England Postgraduate Assembly, which was 
held October 29 and 30, 1941, in Sanders Theatre at Har- 
vard University. The program was of wide medical in- 
terest. The following distinguished physicians made the 
assembly a notable success: 


. Frank E. Adair, New York City 

Dr. J. Burns Amberson, Jr., New York City 
. J. J. Bloomfield, Bethesda, Maryland 
Dr. William Darrach, New York City 

Dr. John F. Fulton, New Haven, Connecticut 
Dr. John S. Lockwood, Philadelphia 

Dr. H. M. Marvin, New Haven, Connecticut 
. Wm. S. McCann, Rochester, New York 
Dr. Damon B. Pfeiffer, Philadelphia 

Dr. Homer F. Swift, New York City 

Dr. George W. Thorn, Baltimore 

Dr. Norris W. Vaux, Philadelphia 


The assembly attendance by states was as follows: 


56 
19 
Rhode Island........................ 37 
10 


The finances were satisfactory as the receipts were 
$301.41 more than the expenses; this result helps to bal- 
ance the deficit of last year. 

This year the postgraduate extension program has been 
organized in two divisions —a general course sponsored 
by the Society, for which there is a registration fee of five 
dollars, and a course in venereal disease financed by the 
United States Public Health Service and the State De- 
partment of Public Health, for which there is no regis- 
tration fee. Both these courses are open to all legally 
registered physicians. 

The postgraduate extension program started in Nor- 
wood on January 15. The general course will be given 
in the following places: 


Berkshire Pittsfield 
Bristol South Fall River 
Hampden Springfield 
Hampshire Northampton 
Middlesex East Winchester 
Norfolk Norwood 
Norfolk South Quincy 
Worcester Milford 
Worcester North Fitchburg 


The course in venereal disease will be given in the follow- 
ing places: 


Berkshire Pittsfield 
Bristol South New Bedford 
Norfolk South (two lectures) Quincy 


No extension program will be offered in the metropoli- 
tan area due to the large number of medical-defense 
courses. 

Programs of the above courses were published in the 
New England Journal of Medicine, issue of January 15, 
1942; folders giving full data concerning the courses 
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have been mailed to all registered physicians in the vari- 
ous districts. The committee wishes to express its appre- 
ciation for the continued co-operation and helpfulness of 
the State Department of Public Health. 

At the present time the committee is studying the pros- 
pect for the New England Postgraduate Assembly for 
next fall; no final decision has been reached; a further 
report on this project will be made at the annual meeting. 

The committee wishes to express the thanks of the So- 
ciety to the instructors of the postgraduate extension 
courses and all those whose efforts helped to make the 
assembly a success. 


REGINALD Fitz, Chairman 
Leroy E. Parkins, Secretary 


APPENDIX NO. 14 


Franklin P. Lowry, M.D. 
313 Washington Street 
Newton, Mass. 
February 3, 1942 
Dr. Michael A. Tighe, Secretary 
The Massachusetts Medical Society 
8 Fenway 
Boston, Massachusetts 


Dear Dr. Tighe: 


I shall be unable to attend the Councilors’ meeting to- 
morrow. 

The Committee on Physical Therapy has no definite 
report to make. 

We do, however, have an occasional opportunity to 
enlighten organizations and individuals about the relative 
value of the several schools of physical therapy here- 
abouts. 

Should Dr. Ober think best —if time permits — to an- 
nounce the opening of the second Technicians’ Six 
Months’ Course in March, it might be possible that some 
of those present might know of prospects. 


Cordially yours, 
FRANKLIN P. Lowry 


APPENDIX NO. 15 


REPORT OF THE COMMITTEE ON MEDICAL PREPAREDNESS 


This committee has heretofore had no report to present 
to the Council. About January 1, however, it became 
obvious that the committee might soon be expected to 
play a part in helping out in the Procurement and As- 
signment Service for physicians in Massachusetts. Ac- 
cordingly, the following letter was sent on January 9 to 
the President of each district medical society: 


Dear Sir: 


It is to be anticipated that the Medical Prepared- 
ness Committee of the Massachusetts Medical Society 
will soon be requested to assist the National Procure- 
ment and Assignment Service. It is planned to mobi- 
lize the entire medical profession in order to utilize 
this profession as effectively as possible during the 
duration of the national emergency. To help in the 
accomplishment of this, a survey in Massachusetts must 
be made in order to make it clear what are the medi- 
cal needs of our community, civilian and industrial 
agencies, hospitals and so forth. There are enough 
physicians available to be of service to the Army with- 
out in any way neglecting our civilian population. 
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Committees should now be appointed by the presi- 
dent of each district society. The size of each district 
committee will vary with the size of the district so- 
ciety. If already a committee for preparedness exists 
in your district, it should be given the duty of the 
committee of which I write. 

The purpose of such committees will be to study the 
number and capabilities of all physicians in their dis- 
tricts with a view toward helping to classify them into 
various groups, such as (1) suitable for military or 
naval service, (2) to be kept from military service be- 
cause of being essential to the community, industry or 
defense work of any sort, (3) unfitted for military 
service but able to carry on civilian or hospital prac- 
tice, and (4) unsuitable for any type of medical work 
because of age or physical infirmity. 

My understanding is that such committees are to do 
nothing at present beyond organizing themselves in 
readiness to go to work when ordered to do so. This 


preliminary letter asks you to appoint such a commit- ; 


tee as I have outlined in your district, sending to me 
the names of the men appointed. The size of the com- 
mittee is left entirely to your judgment. Please ask 
each member of the committee to read the article which 
appeared in the December 6 number of the ]. 4. M. A., 
pages 1983-1987. Make it very clear to each member 
of your committeee that at present the committee is to 
do no more than make plans for operating when or- 
dered to do so. 
Yours sincerely, 
Firz, Chairman 


The response to this letter was reasonably prompt. Al- 
ready there have been appointed appropriate committees 
in the following district societies: 


Berkshire 
Bristol North 
Bristol South 


Hampshire 
Middlesex East 
Middlesex Soutii 


Essex South Suffolk 
Hampden Worcester 
Norfolk South Plymouth 


On January 24, the chairman of your committee re- 
ceived a letter from Mr. Paul McNutt concerning the 
Procurement and Assignment Service for physicians. Parts 
of this are quoted: 


It is planned to have an advisory committee in each 
corps-area to assist this office in the carrying out of its 
functions. To supplement each corps-area committee, 
it is planned to have a state committee. I should ap- 
preciate it if you would serve as the chairman of your 
state committee. 


As chairman you will be expected to organize your 
state committee and to set up the necessary commit- 
tees below the state level which will assist you in ob- 
taining information relative to the availability of 
physicians in your state who may be asked to volun- 
teer their services elsewhere in the interest of the na- 
tional emergency. 

The function of the state committee will be to co- 
ordinate surveys in each state and to assist in the de- 
termination of the assets with reference to all physi- 
cians residing therein. It is also expected that your 
committees will provide the information necessary to 
avoid the indiscriminate dislocation of practitioners 
who are in essential capacities, 


Your chairman agreed to serve in the capacity sug- 
gested by Mr. McNutt and now found himself with “the 
necessary committees below the state level” in the dis- 
tricts already mentioned, and with plans for the forma- 
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tion of such committees in all districts. 
organize the appropriate state committee. 

Your chairman consulted with your president and, as 
a result, will propose to Mr. McNutt the following names 
for members of the state committee: 


H. M. Clute, Suffolk 

J. J. Curley, Worcester North 
E. L. Kickham, Norfolk 

Dwight O’Hara, Middlesex South 
W. H. Pulsifer, Plymouth 


It was left to 


On January 30, the first assignment of work com- 
menced. A list of names was forwarded to your chair- 
man from Washington, comprising a group of forty-five 
physicians under the age of thirty-six, who already have 
enrolled with Procurement and Assignment Service with 
a view to immediate commission in the Army or Navy. 
This list is to be scrutinized by the appropriate commit- 
tees in the districts where the men live, to discover if for 
any reason any of these young doctors should be regarded 
as unavailable for immediate service. 

The following table has been made to give a bird’s-eye 
view of this initial list: 


District NUMBER OF Disrrict NUMBER OF 

CANDIDATES CANDIDATES 
Barnstable 0 Middlesex East 0 
Berkshire 1 Middlesex North ] 
Bristol North 1 Middlesex South 6 
Bristol South 1 Norfolk 6 
Essex North 3 Norfolk South 2 
Essex South ] Plymouth 0 
Franklin 1 Suffolk 12 
Hampden 4 Worcester 2 
Hampshire 3 Worcester North 1 


The candidates are widely scattered, suggesting the need 
for alert committees in each area and that there will be 
considerable work on the classification of physicians 
throughout the entire State. 

It is gratifying to be able to report that returns trom 
four districts already have been received because the Pro- 
curement and Assignment Service in Washington em- 
phasizes the fact that reports on these candidates are re- 
quired as quickly as possible. The spirit of these returns 
is praiseworthy in suggesting that the work of classify- 
ing doctors in Massachusetts will be done quickly and un- 
selfishly. For example, one chairman reporting for his 
committee concerning a candidate wrote: “He is one of 
the most outstanding young surgeons in our community. 
I dislike very much to say he is available for military 
service, but in all fairness I cannot say anything else as 
our community most certainly can get along without him 
and he should be a great asset either to the Army or the 
Navy.” This is a model of the way in which each doctor 
should be considered. 

If the work of your committee continues to develop as 
successfully in future as it has during the first few days 
of its active existence, its accomplishments should be 
a credit to the efforts of the Society toward being helpful 
to the country during the present emergency. 


Recinatp Firz, Chairman 


APPENDIX NO. 16 


ReEPporT OF THE CoMMITTEE ON REHABILITATION 


This committee was formed by the president of the Mas- 
sachusetts Medical Society at the last regular meeting of 
the Council, on October 1, 1941. It was formed largely, 
as we understand it, for the purpose of assisting the Di- 
vision on Health of the Massachusetts Committee on Pub- 
lic Safety, the chairman of which committee is Professor 
Curtis Hilliard. Several meetings have been attended by 
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one or more members of your committee in conjunction 
with Professor Hilliard. 

On or about November 14, 1941, the secretary of the 
Massachusetts Medical Society attended a meeting in Chi- 
cago, at which various plans were discussed for rehabili- 
tation of those who, because of various defects, had failed 
to pass selective-service medical examinations. We are 
informed that no definite program was adopted at that 
meeting. 

On December 22, 1941, one of us met with Professor 
Hilliard and others of his committee. We learned on that 
date that the committee of the Massachusetts Dental So- 
ciety unofficially endorsed the health program of the 
Massachusetts Committee on Public Safety. Official en- 
dorsement was expected at a meeting to be held later 
by the Executive Committee of the Dental Society. 


The directors and the members of the State Health 
Executive Committee would appreciate very much a com- 
munication from the Council of the Massachusetts Medical 
Society, endorsing their general program and assuring 
them of our co-operation and support. Professor Hilliard’s 
committee has done a great deal of work on this matter, 
and several hundred rehabilitation agents have been 
named throughout the State. In order to be sure in what 
way the members of the Massachusetts Medical Society 
might co-operate with Professor Hilliard and his com- 
mittee, and in order to be reasonably clear as to the pro- 
gram on which he would be pleased to have our endorse- 
ment, we asked him to outline in writing his proposed 
work, and this he has done in a communication dated 
January 3, 1942, a copy of which follows: 


We are enclosing a copy of the dental statement of 
the attitude and policy which the Committee on Re- 
habilitation of the Massachusetts Dental Society are 
submitting to their Council. While this statement is 
cautious, I feel that on the whole it can be considered 
that the dental profession will be sympathetic with our 
rehabilitation program and it will go along with us 
as our plans develop. 

We would like your committee of the Massachusetts 
Medical Society to consider recommending to the 
State Council some expression of their endorsement of 
the rehabilitation program in general and of the will- 
ingness of the State Society to recommend to their 
membership the co-operation of the local societies and 
of individual physicians. We do not consider that the 
plan necessarily involves giving of free medical service 
or advice. Our rehabilitation agents who are, ordinari- 
ly, trained people, may have cases where some leniency 
in respect to fees and time of payment may be desir- 
able. We would also like from your committee a state- 
ment regarding the relation of certain other profes- 
sional groups to the rehabilitation work. For example, 
the Boston Society of Optometrists have offered, with- 
out stint, the services of their Boston Clinic in the work 
of rehabilitation and they are placing this matter be- 
fore their State society. We believe that the ophthal- 
mologists may likewise be drawn into our plan. More 
difficult is the handling of the chiropodist group who 
have already offered to help us. (I suppose that then 
we have just got to be practical but I would like the 
expression and opinion of your committee.) 

These are the chief things that occur to me at the 
moment on which we would like to act but it may well 
be that your group will give us some useful advice or 
suggest some action that they can take which will be 
helpful to us. We appreciate greatly the time and 
thought you personally are giving this matter and also 
the willingness of your colleagues to co-operate. 
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Pursuant to receipt of this communication, Professor 
Hilliard was advised that unless time was of the essence, 
no action would be taken by the Massachusetts Medical 
Society until the Council meeting which would be held 
on February 4. 

Those in authority who have had to do with the exam- 
ination of selectees have compiled various groups of sta- 
tistics. It has been necessary, we are told, to examine five 
selectees in order to obtain two fit for military service. A 
great many of those turned down are anxious to have 
remedial defects attended to. Professor Hilliard’s com- 
mittee is taking a long-range view as to what may be done 
generally to improve the health of the citizens of this 
commonwealth. Again, as we understand it, his commit- 
tee has not for its prime object the rehabilitation of those 
who wish to be made fit so that they may enter service 
forthwith. However, at the regular monthly meeting of 
the Boston Hospital Council held in November, endorse- 
ment of Professor Hilliard’s work was given with refer- 
ence to those seeking medical aid in order that they may 
be admitted to the air forces of our country. 

If the Council of the Massachusetts Medical Society to- 
day approves, the Committee on Rehabilitation will re- 
port in substance to Professor Hilliard as follows: 


The members of the Massachusetts Medical Society 
are deeply appreciative of the work undertaken by the 
State Health Executive Committee of the Massachu- 
setts Committee on Public Safety. Ever since the Mas- 
sachusetts Medical Society held its first meeting in 1781, 
its members have felt privileged to be of assistance to 
those afflicted by disease or injury, or those handicapped 
because of various defects. We are well aware that 
many others, not members of the Massachusetts Medi- 
cal Society, have, so far as their ability permitted, been 
interested in no small way in measures which have had 
to do with the health and well-being of our citizens. 
We are not well enough acquainted with the work and 
programs undertaken by professional groups who are 
not physicians but who are interested in the health of 
our citizens so that we might give blanket approval of 
their respective programs. The members of the Mas- 
sachusetts Medical Society are keenly aware of the tre- 
mendous amounts of money now being expended in 
the defense of our country. We believe no programs 
now in force have effected any change in the status 
which has long continued to exist and which exists at 
the present time between physicians and patients in 
this commonwealth. We do expect reasonable financial 
remuneration from those who are able to pay for our 
services as they may be required in this program of 
rehabilitation. However, not in the past and certainly 
not now will any members of the Massachusetts Medi- 
cal Society permit any individual who needs medical 
or surgical care or advice relative to matters of health 
to go without these services because the individual is 
unable to pay for same. From time to time as the 
Executive Health Committee on Public Safety wishes 
assistance from the members of the Massachusetts Medi- 
cal Society, we would appreciate hearing from the 
Executive Health Committee or from any of the nu- 
merous rehabilitation agents throughout the State, and 
with them we shall endeavor to co-operate so far as we 
may reasonably and properly do so in this matter of re- 
habilitation. 

M. 

Davin C. Dow 

James J. REGAN 

BENJAMIN F, ANDREWS 
E. Browne, Chairman 
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MEDICAL PROGRESS 


ENDOSCOPY* 
Epwarp B. Benepicr, M.D.7 


BOSTON 


LTHOUGH endoscopic procedures are nat- 

urally best carried out by specialists, the gen- 
eral practitioner is frequently called on to decide 
whether or not such examinations are indicated. 
It is for this reason that physicians in general prac- 
tice must be interested in endoscopic progress, for 
it is only through the co-operation of all physi- 
cians that such examinations are performed on 
the right patients at the right time. 


ANESTHESIA 


Anesthesia for peroral endoscopy has been re- 
viewed by Jackson and McReynolds,’ who believe 
that cocaine is the most efficacious drug for local 
anesthesia, and that if it is used with care, serious 
reactions will be rare. They believe that Ponto- 
caine is fairly satisfactory but is contraindicated 
in asthma patients. Larocaine in their experience 
has been absolutely nontoxic but has also been less 
effective. General anesthesia is used in the Jack- 
son Clinic very rarely. In my opinion, almost all 
endoscopic procedures can and should be done 
under local anesthesia. For some time, all peroral 
endoscopies in the clinic at the Massachusetts Gen- 
eral Hospital have been done under 5 per cent 
Larocaine, which appears to be sufficiently effica- 
cious and is less toxic than cocaine or Pontocaine. 
All peritoneoscopies are done with 1 per cent novo- 
cain. 

BroNCHOSCOPY 


Bronchial Anatomy 


Adams and Davenport,” in a very careful study 
on the technic of bronchography and a system of 
bronchial nomenclature, have attempted to stand- 
ardize the various divisions and segments of the 
five major lobes of the lung. They propose a sim- 
plified terminology based on careful anatomic stud- 
ies that will meet the practical needs of internists, 
radiologists, bronchologists and surgeons. The 
use of a common language in describing the tra- 
cheobronchial tree will do much toward a correct 
interpretation of clinical, roentgenologic and bron- 

chologic findings. 


Reprints of articles in this series are not available for distribution, but 
the articles will be published in book form. The current volume is 
Medical Progress: Annual, 1940 (Springfield, Illinois: Charles C Thomas 
Company, 1941. $4.00). 

*From the Massachusetts General Hospital. 


tAssistant in surgery, Harvard Medical School; associate visiting surgeon, 
Massachusetts General Hospital. 


Use in Vartous Diseases 


Bronchiectasis. Schenck,’ in a discussion on the 
etiology of bronchiectasis, observes that the high 
incidence of sinus disease is not accidental and 
that therapy of chronic suppurative disease of the 
lower respiratory tract is doomed to failure if it 
does not include the thorough treatment of sinus 
infection. I agree that careful treatment of sinus 
disease is essential in the care of bronchiectatic 
patients. 

In a recent symposium, it was emphasized that 
bronchiectasis is frequently a sequela or compli- 
cation of the pulmonary phase of an acute infec- 
tious disease of childhood. In discussing the pre- 
vention of bronchiectasis, Tucker* states that the 
expulsive effort of the cough mechanism is much 
feebler in infants and young children than in 
adolescents and adults. The retention of the ob- 
structive secretions is favored by this feebleness of 
effort, and when the effort is obtunded or sup- 
pressed entirely by the toxicity of the general in- 
fection or by the administration of sedatives, a 
condition results that is ideal for, and in many 
cases is undoubtedly the cause of, atelectasis and 
bronchiectasis in young children. On this basis, 
Tucker advocates bronchoscopic treatment of chil- 
dren with these conditions and considers the re- 
sults of aspiration and drainage in such patients 
remarkable. 

Tucker’ has recently pointed out the value of 
chemotherapy in the treatment of bronchiectasis. 
By means of an endobronchial insufflator, he has 
introduced sulfadiazine into the major bronchi at 
the time of bronchoscopic aspiration. This form 
of therapy is well tolerated, produces no bronchial 
obstruction, and in some cases has resulted in 
striking improvement. A constant blood level can 
be maintained. Sulfanilamide may be used, but 
sulfadiazine is probably better. According to 
Churchill,® peroral chemotherapy may be beneficial 
in bronchiectasis, but I believe that intrabronchial 
administration, with aspiration of bronchial secre- 
tions at regular intervals, will be of greater benefit. 
Holinger, Basch and Poncher’ have made a val- 
uable study on the influence of expectorants and 
gases on sputum and the mucous membranes of 
the tracheobronchial tree. They emphasize the 
fact that drainage of pathologic secretions in the 
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bronchi depends to a large degree on liquefaction 
of these secretions by the action of the glands of 
the more normal bronchial mucosa; by an increase 
in liquefaction, expectoration is aided. Following 
the administration of carbon dioxide, patients with 
low-grade bronchiectasis were found to have less 
secretion in their bronchi. The secretion was also 
of a constantly lower viscosity than that noted 
when carbon dioxide was not used. Carbon dioxide 
is therefore considered an extremely efficient ex- 
pectorant. Oxygen, moreover, was found to be 
definitely antiexpectorant. In bronchiectasis and 
in certain types of asthma in which bronchial ob- 
struction plays a role, frequent inhalations of car- 
bon dioxide by mask, together with steam inhala- 
tions, may be used to augment postural drainage 
and bronchoscopic aspirations, which are funda- 
mentally important. The use of steam and car- 
bon dioxide between bronchoscopies is indicated 
if the sputum is known to be extremely thick and 
tenacious. In laryngotracheobronchitis, the use of 
a room kept at 70 to 75°F., together with a relative 
humidity of 80 to 95 per cent, provides satisfac- 
tory conditions for liquefying secretions. If oxygen 
administration is necessary, a high degree of hu- 
midity in the oxygen tent is essential. A combina- 
tion of steam inhalation and carbon dioxide has 
been found to be the most efficient expectorant in 
the treatment of postoperative massive collapse. 
When these methods fail, bronchoscopic suction 
must be used. Carpenter, Kerr and McMurray,® 
who have treated a group of 38 cases of bronchiec- 
tasis by x-ray therapy, conclude that such ther- 
apy is only moderately satisfactory. They do 
believe, however, that it may be a valuable ad- 
junct in the treatment of patients whose pulmo- 
nary lesions are not amenable to surgery and 
whose symptoms have not been relieved by other 
forms of treatment, such as bronchoscopic and 
postural drainage. 

Bradshaw, Putney and Clerf® made a follow-up 
study of 242 cases of untreated bronchiectasis. 
They report that the average duration of life from 
the onset of symptoms to the time of death was 
over thirteen years. They believe that young chil- 
dren with definite evidence of bronchiectasis may 
later show no evidence of the disease —lack of 
symptoms and negative studies with iodized oil; 
in other words, bronchiectasis in early childhood 
may sometimes be cured by proper bronchial 
drainage. 

Postoperative pulmonary complications. The use 
of the bronchoscope in the postoperative aspira- 
tion of secretions is becoming more widely rec- 
ognized by general surgeons. Allen’ believes that 
bronchoscopy for this purpose is so vital that all 
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anesthetists should be trained in its technic. Such 
training is now being carried out at the Massa- 
chusetts General Hospital. 

Lung abscess. Moersch and Olsen" report on 
the value of bronchoscopy in the diagnosis and 


- treatment of pulmonary abscess: the procedure 


established the exact location of the abscess in 229 
out of 264 cases. They report very good results 
from the bronchoscopic treatment of lung abscess. 
I consider this a debatable subject, however, since 
some cases of lung abscess are cured under medical 
treatment and others under a combination of 
medical and bronchoscopic treatment, whereas 
many require surgical drainage and a few are best 
treated by lobectomy. Lung abscess, therefore, like 
many other pulmonary conditions, is best handled 
by the internist, thoracic surgeon, bronchoscopist 
and roentgenologist, all working together. 
Carcinoma. Betts’ divides pulmonary carci- 
noma into central and peripheral groups, depend- 
ing on the site of origin of the lesion. He regards 
the central group as more favorable from a thera- 
peutic standpoint because such lesions produce 
symptoms earlier than the ones distally situated; 
because they can be visualized and biopsied bron- 
choscopically, which permits an early positive di- 
agnosis; and because there is evidence’ that tu- 
mors in the central location grow more slowly 
and metastasize later than lesions situated pe- 
ripherally. In peripherally located tumors, aspi- 
ration biopsy is sometimes of use, although, as 
Franseen™ points out, there is some risk of im- 
plantation in the chest wall and pleural cavity. 
Benign tumors. Goldman and Stephens’ call 


attention to the fact that pulmonary resection ap- 


pears to be the ultimate fate awaiting most pa- 
tients with bronchial adenoma. This is so not 
only because of the persistence of the tumor itself 
but also because of the presence of distal pul- 
monary suppuration. I agree with this and, in 
fact, have recently pointed out that only a few 
cases of bronchial adenoma are completely cured 
anatomically as well as clinically by the broncho- 
scopic method.’ The failure to obtain complete 
cure by bronchoscopy alone is due to the occurrence 
of irreparable lung damage distal to the tumor, 
to the recurrence locally of the adenoma and to 
the extrabronchial growth of the lesion. Bron- 
choscopy, however, is of great value in the diag- 
nosis of adenoma, and in some cases, bronchoscopic 
removal results in almost complete relief of symp- 
toms. 

Tuberculosis. Davenport has studied 10 cases 
of tuberculous tracheobronchitis with special refer- 
ence to x-ray therapy, which he believes to be 
of benefit in the acute obstructive stage of the dis- 
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ease. In occasional cases, Benedict'® has noted un- 
questionable benefit from dilatation of a tuber- 
culous stricture, with the consequent release of 
retained secretions. 


EsorpHAGOSCOPY 
Use in Various Diseases 


Carcinoma. Garlock'® believes that cancer of 
the esophagus is usually a slow-growing neoplasm 
and that the next few years will see the acceptance 
of surgical treatment as the only sound therapy. 
More rapid progress in the surgical treatment will 
be made when increasing numbers of early cases 
(patients with persistent dysphagia) in which 
esophagoscopy, biopsy, fluoroscopic and roentgen- 
ographic examinations have been done are referred 
to the surgeon. In a recent discussion on the 
surgical treatment of carcinoma of the esophagus, 
Adams”? remarks that the frequency of this disease 
has only recently become appreciated. He finds 
that it ranks fourth in incidence of all malignant 
tumors in men over twenty years of age. Suc- 
cessful operative management depends almost en- 
tirely on early diagnosis, and early diagnosis, in 
turn, depends on the education of the profession 
as a whole to the awareness of the gravity of dys- 
phagia and the value of immediate x-ray and eso- 
phagoscopic examinations. In a discussion on car- 
cinoma of the esophagus from the point of view 
of the endoscopist, Benedict?* has emphasized the 
fact that by early diagnosis an increasingly large 
proportion of the patients with carcinoma of the 
esophagus may be cured by radical surgery. 
Churchill?? and Sweet** have demonstrated the 
great value of the transthoracic approach in surgery 
of the lower esophagus and upper stomach. When, 
however, patients are seen too late in the disease for 
surgery, much can be accomplished in the way of 
palliation by x-ray treatment combined, if neces- 
sary, with bouginage. Gastrostomy is seldom nec- 
essary. 

Benign stricture. Hara and Rosenvold,** in a 
discussion of cicatricial atresia of the esophagus, 
call attention to the advantage of using a cys- 
toscope for retrograde esophagoscopy, since it re- 
veals a wider area and gives a better view of the 
field than can be obtained through an open-tube 
esophagoscope. The cystoscope is introduced 
through a gastrostomy wound and insinuated into 
the esophagus under visual guidance. A ureteral 
catheter may then be introduced upward through 
the stricture, with fluoroscopic guidance, if nec- 
essary. 

Cardiospasm. Ochsner and DeBakey”® have re- 
cently discussed the surgical treatment of achalasia 
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of the esophagus, believing the soundest surgical 
procedure to be esophagogastrostomy, the technic 
of which is illustrated. They find that slightly less 
than one third of the cases require surgical inter- 
vention. It is my opinion, however, that more 
than 90 per cent of these cases can be satisfactorily 
treated by conservative measures. 

Varices. Moersch*® has made a further report 
on the treatment of esophageal varices by injec- 
tion of sclerosing solutions. He is now using 
5 per cent sodium morrhuate and giving injections 
of 5 to 7 cc. twice a week. In a series of 11 pa- 
tients, four hemorrhages occurred subsequent to 
treatment. Further experience will be necessary 
before the method can be finally evaluated, but 
there is some evidence that the hemorrhages are 
less frequent and less severe. 

Syphilis. Kampmeier and Jones** have reported 
4 cases of esophageal obstruction due to syph- 
ilis; 1 was the result of a gumma of the esophageal 
wall, and 3 were caused by gummatous lesions 
of the diaphragm at the esophageal hiatus. The 
symptoms are those of esophageal obstruction. The 
diagnosis is made by serologic and roentgenologic 
examinations, in addition to esophagoscopy and 
biopsy. Three of the 4 patients were cured by 
antisyphilitic treatment and dilatation of the esoph- 
ageal strictures. One case was diagnosed as car- 
cinoma of the esophagus, and the patient died 
without receiving appropriate treatment. 


Relation of Nutritional Defictency to Dysphagia 

Merrill and Richards** have re-emphasized the 
significance of nutritional deficiency and its rela- 
tion to dysphagia, concluding that difficulty in 
swallowing is occasionally a result of neuritis 
involving the ninth or tenth cranial: nerve, which 
in turn is produced by nutritional deficiency, par- 
ticularly of the vitamin B complex. 


Influence of Psychic Factors on Esophageal Tone 
Faulkner,’ in an esophagoscopic study of 13 
cases, has observed esophageal changes due to 
psychic factors. During inspection of the esoph- 
agus, he has shown that disturbing thoughts and 
emotions produce esophageal spasm. This spasm 
can be increased and the esophageal lumen. nar- 
rowed or closed by suggestions that call forth de- 
structive emotions, such as grief, anger, anxiety, 
apprehension, fear and_ spiritual imprisonment. 
The esophageal spasm relaxes when proposals are 
made eliciting such emotions as happiness, elation, 
enthusiasm, contentment and security. I believe 
that this is a difficult matter to prove, since respira- 


tory, circulatory, traumatic and other factors come 
into the picture. 
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GASTROSCOPY 
Indications 


Since it is imperative for physicians to know 
when special procedures should be used, Benedict*® 
has listed the indications for gastroscopy as fol- 
lows: gastritis; unexplained gastrointestinal hem- 
orrhage; so-called “gastric neurosis”; unexplained 
persistent gastrointestinal symptoms, with nega- 
tive or inconclusive x-ray examination; gastric 
ulcer, to determine the appearance and location 
of the lesion, to differentiate benign from malig- 
nant ulcer, and to follow the healing process in 
benign ulcer; duodenal ulcer, to study the gastric 
mucosa for the presence of gastritis, gastric ero- 
sions or gastric ulcerations; carcinoma, to deter- 
mine the gross appearance, extent and operability 
of the lesion; polyposis; the so-called “postopera- 
tive stomach”; and occasional cases of suspected 
foreign body in the stomach. 


Gastroscopy in the Armed Forces 


Schindler,** who has recently discussed the ad- 
vantage of the gastroscope in the diagnosis of gas- 
tric diseases in soldiers, concludes that the differ- 
ential diagnosis of psychoneurosis and chronic 
gastritis in patients suffering from epigastric dis- 
tress is of great consequence to all branches of 
the armed forces. The cases presented prove that 
this differential diagnosis is possible only by the 
use of the gastroscope. Most patients who re- 
fuse examination and fail to co-operate are malin- 
gerers. Facility for gastroscopy should be available 
to all military hospitals. 


Gastroscopic Method 


To determine the safety of gastroscopy, Schind- 
sent out a questionnaire and received re- 
plies from sixty gastroscopists, who reported their 
experiences during 22,351 gastroscopies. In this 
series, there was one death that must probably be 
attributed to the use of the gastroscope. Thus, the 
fatality of gastroscopy is 0.004 per cent, or practi- 
cally nil. 

Kenamore®™! has reported the invention of a 
biopsy forceps to be attached to the flexible gas- 
troscope. He claims that the instrument can be 
employed effectively in any portion of the stomach 
that is visible gastroscopically. I believe that this 
may be an important advance in gastroscopic tech- 
nic in carefully selected cases. 


Use in Various Diseases 


Alcoholic gastritis. Gray and Schindler*’ have 
recently reported the gastroscopic appearance of 
the gastric mucosa of chronic alcoholic addicts. 
Examination of 100 men who had consumed an 
average of 2.8 pints of distilled liquors daily for 
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more than twenty years revealed that the stom- 
achs of 55 per cent were essentially normal. The 
gastric disease observed in 45 per cent consisted 
mainly of superficial gastritis, atrophic gastritis or 
a combination of the two. Mucosal hemorrhages 
occurred in 22 per cent. Severe or moderately se- 
vere gastritis was accompanied by definite symp- 
toms in 60 per cent, whereas only 7 per cent of 
the addicts with normal stomachs had gastrointes- 
tinal complaints. No correlation was observed be- 
tween the incidence and severity of the gastritis 
and the duration of the alcoholism, the amount 
of alcohol drunk, the abuse of nicotine, dental in- 
fection or vitamin deficiency. The cause of the 
gastritis observed in 45 per cent of the cases was 
not clear, but might be ascribed to an individual 
sensitivity to alcohol or to a deficiency disease, 
although apparently not specifically to a vitamin 
deficiency. These observations are borne out by 
Berry,*’ who also studied 100 patients with un- 
questionable chronic alcoholism of long duration 
and found that 30 per cent did not have gastritis, 
35 per cent had mild chronic superficial gastritis 
and only 35 per cent had unequivocal chronic 
gastritis. 

Chronic gastritis. McClure, Sweetsir and Jan- 
kelson,** in a gastroscopic and clinical study of 
chronic gastritis, have emphasized the significance 
of hematemesis as a complication of this disease. 
They also believe that fatigue is a major symptom 
characterizing primary atrophic gastritis. The 
presence of chronic gastritis can apparently be 
demonstrated only by means of gastroscopy. 

Kelley, Lawlah and Berry*® studied the gastric 
mucosa by the x-ray relief technic and correlated 
their findings with the gastroscopic diagnosis in 
150 cases of benign and malignant gastric neo- 
plasm, ulcer and chronic gastritis. They conclude 
that the relief method demonstrates these lesions 
accurately except in chronic gastritis, and that if 
one attempts a diagnosis of chronic gastritis by 
x-ray it should be done with great reservation. 

Atrophic gastritis. In discussing the treatment 
of atrophic gastritis, Schiff and Goodman*® pre- 
sent the case histories of 5 patients treated by 
desiccated hog’s stomach extract (Ventriculin), 
with marked symptomatic improvement and dis- 
appearance of the atrophic changes. These results 
suggest that atrophic gastritis, perhaps better called 
“gastric atrophy,” in some cases may be a defi- 
ciency disease. This is further corroboration of 
the evidence originally presented by Jones, Bene- 
dict and Hampton,*® who showed that in per- 
nicious anemia the changes characterizing gastric 
atrophy may disappear following liver therapy. 
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Post-operative gastritis. Moersch and Walters*! 
have made gastroscopic observations in cases of 
gastric distress following operations on the stom- 
ach and conclude that, contrary to the commonly 
accepted teaching that gastritis is found in all 
stomachs after operation, 30 per cent of this series 
of cases failed to show gastroscopic evidence of 
disease. Evidence of gastritis was present, how- 
ever, in 56 per cent of the cases studied. In spec- 
ulating on the possible factors in postoperative 
gastritis, the writers believe that in many cases 
a pre-existing gastritis is responsible. In their 
opinion, a poorly placed stoma with inadequate 
drainage of the stomach is a major factor; in 
addition, if the stoma retains an activity re- 
sembling that of a sphincter, gastritis is not so 
likely to develop. Infection undoubtedly consti- 
tutes an important exciting factor. 

Ulcer. Walters and Clagett** discuss the value 
of gastroscopy in the diagnosis of gastric ulcer, 
pointing out that although the accuracy of roent- 
genologic diagnosis of lesions of the stomach is 
remarkably high, there is always the chance that 
a small lesion or one situated high in the stomach 
may be overlooked. Gastroscopy should always 
be considered in a patient in whom there is a sug- 
gestion of a gastric lesion, even though the roent- 
genologic examination does not reveal any ab- 
normality. Gastroscopy is of considerable value 
in distinguishing between a benign gastric ulcer 
and a malignant ulcer and may offer valuable in- 
formation concerning the operability of the lesion. 
Gastroscopy is also a great aid in determining the 
effect of medical management on gastric ulcers. 
The authors do not consider gastroscopy necessari- 
ly a routine procedure in all gastric examinations 
but have found it to be a valuable adjunct to 
clinical and roentgenologic study of selected cases 
of known or suspected gastric disease. 

Eusterman,** in a paper on carcinomatous gas- 
tric ulcer states that the most reliable evidence re- 
garding the extent of healing of a gastric lesion is 
undoubtedly afforded by gastroscopic examina- 
tion. When physicians and surgeons who do not 
do gastroscopy themselves make such statements, 
one may conclude that the value of the gastro- 
scopic method is now becoming widely recog- 
nized. 

Carcinoma. In several exhaustive studies of car- 
cinoma of the stomach, Schindler** has emphasized 
the status of chronic gastric atrophy as a pre- 
cancerous condition. He believes that this is a 
frequent disease, and that an accurate diagnosis 
is made only by gastroscopy. Clinically, these pa- 
tients may have long periods of freedom from 
symptoms, but they usually complain of minor 
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epigastric distress, pressure, belching or pain. The 
general symptoms of extreme fatigue, nervousness, 
numbness and tingling of the limbs are most char- 
acteristic. Schindler observes that patients with 
gastric atrophy or atrophic gastritis are three times 
likelier to develop gastric carcinoma than other 
healthy adults. The advantage of frequent x-ray 
and gastroscopic examinations in such patients is 
therefore obvious. With regard to the classi- 
fication of gastric carcinoma, Schindler and_ his 
associates*” have noted that the ultimate prog- 
nosis of patients suffering from gastric carcinoma 
does not depend on the size of the tumor or, 
apparently, on the microscopic structure of the 
tumor. They therefore suggest the adoption of 
Borrmann’s classification, based on the gross ap- 
pearance. In this grouping, Type 1 is the poly- 
poid carcinoma characterized by a broad base sup- 
porting a hemispherical elevation, which is solid 
and whose surface consists of numerous nodes of 
different sizes; the edge of the growth is sharply 
limited, and it is often overhanging in a mushroom- 
like manner. This type is found in 2.9 per cent 
of all cases. Type 2, -the noninfiltrating, carci- 
nomatous ulcer, consists of a lesion that is usually 
rather large. Its color, as seen in the gastroscope, 
is a dirty gray or a brilliant white, brownish, 
purplish and reddish hues being frequently pres- 
ent; this ulcer is surrounded by a thick, high, usu- 
ally nodular wall, which is limited sharply toward 
the surrounding gastric mucosa and slopes steeply 
toward it. This type has been found in 17.6 per 
cent of all cases. Type 3, the infiltrative carci- 
nomatous ulcer, comprises a lesion that lies in 
the center of a marked elevation. At one side 
of it, a wall may be found that is either smooth 
or, more frequently, nodular; there is a gradual 
infiltration into the surrounding mucosa, and the 
wall never surrounds the entire ulcer. Type 3 car- 
cinomas occur in 16.3 per cent of all cases. Type 
+ is the diffuse infiltrating type, with no sharp 
limitations. Shallow or deep ulcerations are fre- 
quent, and gastroscopic as well as x-ray examina- 
tion teaches that such ulcers may heal for some 
time, other ulcers developing at other places of 
the carcinomatous infiltration. This type occurs 
in 63.2 per cent of all cases. Schindler et al. con- 
clude that classification of gastric carcinoma, with 
consideration of its ultimate prognosis, should 
be attempted and that histologic criteria accord- 
ing to the usual conceptions, especially grading, 
seem not to have a relation to the gross appearance 
of gastric carcinoma, to its clinical course or to its 
surgical curability. Therefore, new attempts should 
be made to find histologic criteria in better accord- 
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ance with those factors. Gross classification has 
proved to be satisfactory. The preliminary im- 
pression is gained that excellent results after sur- 
gical interference are to be expected with the non- 
infiltrating lesions (Types 1 and 2), whereas the 
prognosis with infiltrating lesions (Types 3 and 
4) is unfavorable. Needless to say, this requires 
confirmation by extensive research. In my opin- 
ion, the findings are significant, and extensive 
gastroscopic observations regarding gross typing 
of tumors should be made. It should be borne 
in mind, however, that the gross typing is not 
always a simple matter. 


PERITONEOSCOPY 
Method 


In a preliminary report, Robinson and Fiske** 
describe an instrument for retraction of the viscera 
during peritoneoscopy. In selected cases, this may 
lead to a widening of the usefulness of the pro- 
cedure. 


Evaluation 


Garrey** states that in 25 per cent of the cases 
he has examined by peritoneoscopy, the findings 
fundamentally altered the treatment. In the re- 
mainder, accurate confirmation of a suspected diag- 
nosis was obtained. He concludes that the proce- 
dure is essential to the study of abdominal tumors 
and liver disease, if needless laparotomies are to 
be avoided. He emphasizes the fact that it in- 
volves only a fraction. of the expense or mortality 
of a major operation. Benedict,** in an analysis 
of 300 peritoneoscopies, concludes that it is a safe, 
simple and accurate method of diagnosis by direct 
inspection of the abdominal cavity, including the 
pelvis, and that it will frequently lead to a posi- 
tive diagnosis not obtainable by any other method 
except exploratory laparotomy. A positive biopsy 
was obtained in 100 cases as follows: carcinoma 70, 
cirrhosis 21, tuberculosis 4, hepatitis 2, sarcoid 1, 
sarcoma 1 and granuloma 1. Unnecessary explora- 
tory laparotomy was avoided in 37 per cent of 
the cases. 

In a discussion on the value of peritoneoscopy 
in gastroenterology, Benedict*® has emphasized the 
advantage of this procedure in carcinoma of the 
stomach to avert operation in inoperable cases. 
It is also indicated occasionally in carcinoma of 
the colon, rectum, pancreas, liver and gall blad- 
der, especially to differentiate cirrhosis and neo- 
plasm. Also of interest to the gastroenterologist 
is its use in tuberculous peritonitis and in the 
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differentiation of ascites due to pelvic disease and 
that due to cirrhosis. 


Use in Various Diseases 


Primary carcinoma -of the liver. One of the 
principal uses of peritoneoscopy is in the diag- 
nosis of liver disease, especially carcinoma. Al- 
though metastatic carcinoma is far commoner 
than primary carcinoma of the liver, the latter oc- 
curs with sufficient frequency to be of interest. It 
almost always occurs secondarily to a pre-existing 
cirrhosis. Although rare in Europeans, Berman” 
reports that it is very common among most pig- 
mented races. In the Bantu races of South Africa, 
he states that it is by far the most frequent type 
of carcinoma, since it is responsible for 90.5 per 
cent of all cancers. Metastasis is frequent. Thirty- 
one of 54 cases (57 per cent) showed secondary 
deposits outside the liver. Of all organs, the lungs 
were the most readily involved; there were 27 
cases of lung involvement, in 25 of which both 
lungs were affected. Next most frequently in- 
volved were the regional lymph nodes (8 cases). 
Other organs affected were the pancreas, dia- 
phragm, omentum, gali bladder, mesentery, perito- 
neum, pleura, heart, ribs, sternum and brain. 

Carcinoma of the ovary. In an article on carci- 
noma of the ovary, Meigs” states that there can 
be no doubt of the value of peritoneoscopy in this 
group of patients and that it must be used more 
frequently in diagnosing these tumors. In my 
opinion, this is a well-established fact. In many 
cases of unexplained ascites, ovarian tumors with 
peritoneal metastases have been demonstrated by 
the use of the peritoneoscope. In a few cases in 
which radical mastectomy had been performed for 
carcinoma of the breast, ascites later developed and 
was thought to be due to metastatic disease from 
the breast. Peritoneoscopy, however, disclosed a 
primary malignant lesion in the ovary, with peri- 
toneal metastases. X-ray therapy, with or with- 
out odphorectomy, was then carried out. 

Cirrhosis. Mann** has repeatedly emphasized 
the fact that liver function may be impaired in 
one respect but not in others. Paulson®*® has also 
stated that the multiple functions of the liver re- 
quire the use of multiple tests. Mateer, Baltz, 
Marion and Hollands” stress the advantage of 
performing several hepatic-function tests in any 
adequate evaluation of the liver function. The 
significance of recognizing acute hepatitis has 
been shown by Krarup and Roholm,*® who by 
means of aspiration biopsy demonstrated a gradual 
transition in 12 cases of grave protracted or re- 
curring hepatitis —from the usual acute hepatitis 
to fully developed Laennec’s cirrhosis. None of 
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the patients in question were addicted to alcohol. 
Bearing in mind the inadequacy of liver function 
tests, I believe that during observations of the 
liver with the peritoneoscope, peritoneoscopic 
biopsy is superior to aspiration biopsy and will 
assume an increasingly important role in hepatic 


diagnosis. 
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CASE 28111 
PRESENTATION OF CASE 


A sixty-five-year-old housewife was admitted to 
the hospital because of pain in the chest. 


The patient was quite well until about an hour 
before entry, when, while talking to a friend, she 
suddenly became unconscious. After about an 
hour, when consciousness was regained, she com- 
plained of pain in the chest, described as a sense 
of suffocation and pressure between the scapulas, 
extending to the arms, the anterior and posterior 
parts of the neck and to the ears. She also com- 
plained of headache. There was some gagging, 
but no vomiting occurred. A physician found 
the patient to be pulseless, but restless, with active 
retflexes. There was no stiffness of the neck, the 
tongue was straight, and pupils were equal, 
with normal reactions. Morphine was given and 
the patient was referred to the hospital. 


A brother of the patient died of tuberculosis 
at the age of thirty. During childhood, the pa- 
tient had pleurisy. At the age of nineteen, she 
had typhoid fever. During convalescence from 
this illness, she had great difficulty in swallow- 
ing. At thirty-five years, after the birth of her 
second child, she was again unable to swallow 
for sixteen days. <A year later, a physician found 
an esophageal stricture, which was then treated 
by dilatation. After that, the patient had to grind 
up all her food. When fifty-seven years old, she 
consulted a physician because of a mass in her 
neck consistent with an enlarged thyroid gland. 
The facies suggested myxedema. The heart and 
lungs were normal. The blood pressure was 115 
systolic, 90 diastolic. The basal metabolic rate 
was -2 per cent. Small doses of thyroid were 
given, with some decrease in the size of the goiter. 
Two years later, after a nervous upset, the pa- 
tient fainted in the street. She felt weak for 
four or five hours subsequently, but had no other 
ill effects; the blood pressure was 115 systolic, 
85 diastolic. The thyroid gland felt cystic. A 
slight systolic murmur was heard all over the chest 
when the patient was supine. A year later, there 
was another attack of fainting. Two years later, 
the patient had bronchopneumonia, during which 
there was a paroxysm of auricular fibrillation. 
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The blood pressure was 160 systolic, 105 diastolic, 
but several months later returned to 104 systolic, 
72 diastolic. 

On admission, the patient was restless, quite 
talkative and slightly euphoric, although obviously 
very ill. The skin was ashen. The hands and 
feet were cold, but dry. The carotid pulse was 
weak, and no pulsations could be obtained in the 
extremities. The heart sounds were of good qual- 
ity and fairly regular, although there were fre- 
quent premature beats. A blowing systolic mur- 
mur, loudest at the base, was transmitted to the 
neck and was also very loud over the back. There 
was no friction rub. The area of cardiac dull- 
ness was of normal size. The breath sounds were 
tubular posteriorly, but there were no rales or 
areas of dullness in the lung fields. The abdomen 
was rather rigid, but not tender. The liver and 
spleen were not palpable. Peristaltic sounds were 
distant. The veins of the neck were not dis- 
tended, but the veins over the abdomen formed 
a distinct caput medusae. The neck was flexible, 
and the reflexes normal. 

The temperature was 97°F., the pulse 60, and 
the respirations 18. The blood pressure was not 
obtainable at first, but was 70 to 75 systolic, 60 
diastolic, in each arm on the second hospital day. 

Examination of the blood showed a white-cell 
count of 12,500. No other laboratory data were 
obtained. 

An electrocardiogram showed normal rhythm, 
with a rate of 75. In the limb leads, the T waves 
were low, but the ST segments remained up- 
right, without displacement. Rs was upright. 
There was a rather sharp, late inversion of Ts, 
without displacement of the ST interval. There 
was no abnormal axis deviation, and the P waves 
and PR intervals were normal. 

On the second hospital day, the temperature 
rose to 101°F., and the pulse rose to 100. The 
patient complained of headache, but felt well oth- 
erwise, the chest pain having abated. About thirty 
hours after entry, she suddenly gasped, took sev- 
eral deep breaths and expired. Immediately after- 
ward, it was noted that the skin of the face and 
chest was mottled. 


DIFFERENTIAL DIAGNOSIS 


Dr. Wittiam B. Breep: Before appraising the 
final episode, which lasted only thirty-one hours, 
I should like to consider some of this patient’s 
previous experiences in an attempt to see what 
can be eliminated as being nonsignificant. First 
of all, there is the story of recurrent fainting. 
“Fainting” is a term that needs defining. One 
type is simple fainting, which is a physiologic 
reaction to environment occurring in certain peo- 
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ple wth emotional instability. Then there is the 
carotid-sinus syndrome, which does cause syncope, 
but I do not see that we need more than mention 
it as a possibility. Also, there is the Stokes~-Adams 
syndrome, which causes syncope and with which 
everyone is familiar. Paroxysmal tachycardia and 
fibrillation often cause syncope if they are severe 
enough and last long enough. I am prepared to 
eliminate the history of recurrent “fainting” as 
being significant in the patient’s last illness, be- 
cause we have no evidence to support any of the 
above diagnoses. An enlarged thyroid gland is 
mentioned that was considered cystic and was 
said to be reduced in size somewhat after the ad- 
ministration of small doses of thyroid. There is, 
however, no mention of it on physical examina- 
tion here in the hospital, and I shall therefore dis- 
regard it as being of any importance. The esoph- 
ageal stricture that was found by the patient’s 
physician and was dilated may be of some con- 
sequence. It was of thirty years’ duration, and 
for thirty years she had ground up her food; 
therefore, in spite of dilatation, the constriction 
of the esophagus must have persisted. The direct 
relation of that to the present episode I shall dis- 
cuss later; it must be kept in mind. We do not, 
of course, know at what level the stricture was 
along the course of the esophagus. 

What does the terminal episode signify? It 
was very sudden in onset, and a very simple af- 
fair, apparently; the patient simply became un- 
conscious. And then after an hour, she regained 
consciousness, complaining of a suffocation and 
pressure in her chest; this sensation extended up 
the back to the arms and ears. It is perfectly pos- 
sible that the attack of unconsciousness was not as- 
sociated with any pain. On the other hand, it is 
also possible that the patient had a great deal of 
severe pain and, because of shock, became uncon- 
scious without having time to complain of it. If 
it was really a painless syncope, we must con- 
sider the Stokes-Adams syndrome, cerebral hem- 
orrhage, pulmonary embolus and the carotid-sinus 
syndrome. If the terminal episode was associated 
with a great deal of pain, enough to cause shock 
and unconsciousness, we must consider severe cor- 
onary occlusion, dissecting aneurysm of the aorta, 
rupture of a syphilitic aneurysm or of the esopha- 
gus into the mediastinum, subarachnoid hemor- 
rhage and some of the paroxysmal cardiac ar- 
rhythmias. 


Before trying to fit a diagnosis to this process, 
let us first try to make up our minds whether it 
was due to an intracardiac lesion or an extra- 
cardiac lesion. I am going to assume as a work- 
ing hypothesis that it was an extracardiac process. 
I say that because the heart sounds were good, 
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not rapid or irregular. Also, the electrocardio- 
gram, according to my interpretation, indicates 
merely some mild myocardial insufhiciency, and 
perhaps a very old coronary occlusion. There is 
nothing in it to suggest recent coronary occlusion. 
Of course, we know that the electrocardiograph 
is not 100 per cent correct, but with good heart 
sounds, and at the same time an obliteration of 
peripheral arterial pulsation, I think it is fair to 
assume that this was an extracardiac lesion. By 
so doing, we automatically rule out the Stokes- 
Adams syndrome and coronary occlusion. 

Cerebral hemorrhage must be considered, but 
the picture is not one of cerebral hemorrhage. 
The patient had recovery of consciousness after 
an hour, with no disturbance in reflexes. Pulmo- 
nary embolism is another possibility, but like- 
wise there was the quick recovery after an hour, 
with no distention of the neck veins. To have pro- 
duced unconsciousness so quickly, a massive em- 
bolism would have been necessary, and there is 
no evidence that it was massive. The carotid- 
sinus syndrome is possible, but we have no evi- 
dence for it. 


Could the patient have had a dissecting an- 
eurysm of the aorta? She certainly could. That 
is a diagnosis that we must consider seriously, 
particularly with obliteration of pulse, good con- 
dition of the heart on direct examination and a 
negative electrocardiogram. Then the question 
whether there was some rupture of a viscus into 
the mediastinum comes up. We have no evidence 
of syphilitic aortitis with aneurysm. 

Is it true that there is no x-ray film? 

Dr. Tracy B. Mattory: There is none. 

Dr. Breep: I was hoping, so long as they had 
time for an electrocardiogram in thirty hours, that 
they had x-rayed the chest. A film would have 
been worth much more to me than an electro- 
cardiogram. 

There is no evidence of a rupture into the me- 
diastinum. We have a story of an esophageal 
stricture, which might have perforated. We do 
not know where it was located. There may have 
been a hemorrhage from that stricture, or rupture 
and hemorrhage combined. Was there a rupture 
of an aneurysm somewhere in the chest? I should 
think it quite unlikely, if the aneurysm had rup- 
tured, that the patient would have recovered after 
an hour and lived reasonably comfortably for 
thirty hours. 

Subarachnoid hemorrhage must be mentioned 
because of a case that we had recently in which 
there was subarachnoid hemorrhage about the 
spinal cord only. The setup before death was 
so like a dissecting aneurysm that the diagnosis 
remained that until the post-mortem examination. 
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It was a very unusual picture, and I should 
hardly think that there would be another case so 
soon as this. If it was subarachnoid hemorrhage, 
I cannot make the diagnosis. Therefore, at the 
moment, the decision in this case lies between a 
dissecting aneurysm of the aorta and rupture of 
the esophagus into the mediastinum, with or 
without hemorrhage. 

I should like to comment on a few physical 
signs in relation to a possible perforation into the 
mediastinum. The cardiac dullness was of nor- 
mal size, which again helps to put this in the 
extracardiac category. The breath sounds were 
tubular posteriorly, with no rales or areas of 
dullness in the lung fields. I am loath to accept 
one observation with no other pulmonary signs, 
and attach much significance to it. On the other 
hand, the possibility that something in the medias- 
tinum collapsed the lungs and produced tubular 
breathing is tempting. It is a pity there was not 
some dullness or some other sign to go with it. I 
am not very familiar with perforation of the 
esophagus into the mediastinum. I do not be- 
lieve that any of us are. We do not see it very 
often. We see or hear about dissecting aneurysm 
of the aorta much more frequently. 1 suppose, 
on the pathological chances, I should lean toward 
that and I think I shall, but I cannot relinquish 
the distinct possibility that there was a filling of 
the mediastinum by hemorrhage from a rupture 
of the esophagus. 

I have never seen a caput medusae produced 
in thirty hours. I must assume that this patient 
had portal cirrhosis, with obstruction, over a 
period of years producing a caput medusae, and 
that it had no relation to the condition with which 
we are confronted. 

I have to make one definite diagnosis. It is 
dissecting aneurysm of the aorta. A second diag- 
nosis, not a very close second, is rupture of the 
esophagus into the mediastinum. 

Dr. Maurice Fremont-Smitu: I followed this 
patient for ten years, and I cannot tell you where 
the esophageal stricture was. A_ nose-and-throat 
man was taking care of her. I examined her a 
month before her last illness, and she was in 
good condition, felt well, and had a systolic blood 
pressure of 142. The story of the acute episode 
has a little different emphasis from what was 
given to it in the history. 

Dr. Breep: I suspected that because it is a 
peculiar setup. 

Dr. Fremont-Smitu: I was called on the tele- 
phone by a physician who said that the patient 
was talking to her minister about the baptism 
of her grandson, very happily, and without strain, 
and suddenly became unconscious; sixty seconds, 
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not sixty minutes, later she was again conscious. 
That is my mistake in the record. She complained 
of severe pain, not chiefly in the chest or in the 
back, but in the ears; there was some pain in the 
chest and in the back of the neck, but not in the 
back. I asked the doctor whether the patient’s 
neck was stiff, and he said, “Wait a minute, and 
I shall see.” He told me that her neck was not 
stiff. He gave her morphine and sent her to the 
hospital. When she arrived, she was a very sick 
woman and was pulseless. 

Dr. Breep: In all the extremities? 

Dr. FremMont-SmiTH: I cannot tell you, since I 
did not check all the extremities. She was pulse- 
less at the wrist, with a slow heart rate. The 
sounds were good. A loud systolic murmur, which 
was new and was heard also between the scapulas, 
had developed. The patient had a fairly high 
white-cell count — 12,000. She did not seem in 
any great pain. She had been given morphine. 
The next morning, the resident at the Baker Me- 
morial told me that he could feel a good pulsa- 
tion in the dorsalis pedis artery, but at the same 
time it was impossible to feel any pulse in the 
wrist. At that time, the blood pressure was 70 
systolic, 60 diastolic. That evening, she suddenly 
died. 

Dr. Breep: How about the tubular breathing? 

Dr. Fremont-SMitH: We just noted that it was 
there. 

ve Breep: You did not attach any significance 
to it! 

Dr. Fremont-SMitH: Oh yes; we did. 

Dr. Breep: I am sorry I made that remark 
about the x-ray versus the electrocardiogram. 

Dr. Fremont-Smitu: Not at all. I shall tell 
you why it was not done. An x-ray film taken 
in 1940 showed the transverse measurement of the 
heart within normal limits. The heart showed 
some prominence in the region of the left ven- 
tricle. There was marked tortuosity of the aorta, 
with a distinct bulge to the right in the ascend- 
ing portion. 

Dr. Breep: That is comforting so far as the 
diagnosis I suggested is concerned. May I ask 
what the clinical diagnosis was at death? 

Dr. Fremont-Smitu: I am sorry you asked 
that. Several of us had suggested dissecting 
aneurysm, but the final diagnosis was coronary 
thrombosis. 

Dr. ALLEN G. Where did she have 
tubular breathing? 

Dr. Fremont-Smitu: Around the angle of the 
left scapula. 


CuinicaL DIAGNosIs 


Coronary thrombosis. 
(Dissecting aneurysm of aorta?) 
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Dr. Breep’s Dracnosis 


Dissecting aneurysm of aorta. 
(Perforation of the esophagus, with medias- 
tinitis?) 
ANATOMICAL DIAGNOSES 


Dissecting aneurysm of ascending aorta, with 
extension into the great vessels of neck, in- 
cluding complete, transverse rupture of inner 
aortic cylinder and rupture of outer cylinder 
into pericardium. 

Hemopericardium, massive. 

Dilatation of ovarian veins, marked. 

Caput medusae. 

Adenoma of thyroid gland. 


PaTHOLOGICAL Discussion 


Dr. Mattory: At post-mortem examination, 
the first thing that was obvious was a greatly 
distended pericardium, containing several hun- 
dred cubic centimeters of dark, fluid blood in 
which the heart could be readily ballotted. On 
opening of the pericardium, it was obvious that 
the wall of the aorta was hemorrhagic and that 
there was a rent in it just a little above the level 
of the aortic valve, about 1 cm. in length, from 
which this hemorrhage into the pericardium had 
evidently occurred. On cutting into the aorta, 
the wall was found to be very thin, barely a third 
as thick as normal, but then much to our sur- 
prise we could not find any sort of inside of the 
aorta. Just above the valve, the inner segment 
of the aorta was torn completely across, perfectly 
smoothly, as if it had been cut across with an 
amputation knife, and for a moment or two we 
could not find the rest of it. Finally, it appeared 
up near the arch, several centimeters from the 
lower part. Then it became clear that this was a 
dissecting aneurysm extending from the aortic 
valve through the arch and 2 cm. down the de- 
scending aorta, and that the inner cylinder had 
spontaneously torn completely across, something 
we have not seen before. Whether the strange 
murmur that Dr. Fremont-Smith heard in the 
scapular area was produced by the free upper end 
of the inner cylinder flapping in the stream, I do 
not know. The dissection had also spread a lim- 
ited distance into the innominate, both carotid 
and both subclavian arteries, narrowing all these 
vessels and thus accounting for the diminished 
pulse in the two arms. The heart itself was not 
hypertrophied. The coronary arteries were wide 
and capacious, with a slight amount of atheroma 
but no narrowing at any point. 

We were naturally interested in the caput 
medusae that had been described. It was evident 
even post mortem, and to go along with it we 
found that the ovarian veins were markedly dis- 
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tended. That is usually a sign of obstruction in 
the caval rather than in the portal circulation, but 
the most careful dissection of both portal vein and 
the inferior cava showed absolutely no obstruc- 
tion. The liver was not cirrhotic, and we have 
no explanation for the greatly enlarged veins in 
the abdominal wall and greatly enlarged ovarian 
veins. | 

Dr. Breep: What was the significance of the 
last statement? “Immediately afterward, it was 
noted that the skin of the face and chest was 
mottled.” 

Dr. Mattory: I do not know. 

Dr. Brattey: Could not caput medusae be due 
to venous tamponade? 

Dr. Mattory: These vessels must have been 
dilated for a considerable period. I do not be- 
lieve that the patient had cardiac tamponade for 
a long time before death. That amount of blood 
in the pericardium could not have been present 
at the time when the examiner reported the area 
of the cardiac dullness as normal in size. 

Dr. Fremont-SmitH: In 1939, my record states 
that one vein below and leading to the umbilicus 
was distended. 

Dr. Breep: Did the esophagus show anything? 

Dr. Mattory: There was no stricture. There 
was a colloid goiter, with cystic degeneration, and 
it is possible that pressure from the goiter may 
have caused esophageal obstruction. 

Dr. Epwarp F. Brann: I do not recall seeing 
or having read of pain in the ear with dissecting 
aneurysm. 

Dr. Matiory: Coronary pain occasionally goes 
to the ear. We had one patient here who nearly 
had his mastoid process opened for coronary 
thrombosis. 

A Puysictan: Was the brain examined? 

Dr. Mattory: Yes; it was normal. 


CASE 28112 
PRESENTATION OF CASE 


First admission. A seventy-five-year-old German- 
American retired store owner was admitted to the 
hospital because of weakness. 

He was in good health until about four months 
before entry, when there was gradual onset of 
weakness, dyspnea and a sense of pressure in the 
chest on effort. He had little palpitation, but no 
pain or orthopnea. His appetite was fair until 
three days before entry, when he experienced 
some eructation and some diarrhea, with cramps. 
There were no other gastrointestinal symptoms. 

The family history was irrelevant. The pa- 
tient had been admitted to the hospital two and a 
half years earlier because of a tender mass be- 
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neath the left nipple. A simple mastectomy was 
performed, a biopsy showing chronic cystic mas- 
titis. At that time, examination of the blood 
showed a red-cell count of 2,600,000 with 65 per 
cent hemoglobin. Since this admission, the pa- 
tient had lost about 30 pounds in weight. 


On examination, the patient appeared pale and 
emaciated. His tongue was neither smooth nor 
red. The fingernails were flat, with longitudinal 
ridges. The veins over the costal margins and 
upper thorax appeared quite prominent. The 
lungs were normal. The heart was of normal 
size, with a faint systolic murmur at both base 
and apex. The abdomen was normal, except for 
bilateral inguinal hernias. Vibration sense and 
position sense were present, but diminished in 
the feet. 


The temperature, pulse and respirations were 
normal. The blood pressure was 145 systolic, 80 
diastolic. 

Examination of the blood showed a white-cell 
count of 4400 with 36 per cent polymorphonu- 
clears and 64 per cent lymphocytes, and a red-cell 
count of 1,910,000 with 45 per cent hemoglobin 
and a color index of 1.28. The cell volume was 
20.7 per cent, with a volume index of 1.28. The 
red cells showed macrocytosis; there was a reticu- 
locytosis of 0.6 per cent. The blood Hinton reac- 
tion was negative. The Takata-Ara and formol- 
gel reactions were negative. The serum protein 
was 5.8 gm. per 100 cc. The van den Bergh re- 
action was normal. The bromsulfalein test showed 
normal excretion of dye. 

Examination of the urine at admission showed 
a + test for albumin, and 200 red blood cells 
per high-power field in the sediment. A few col- 
onies of Staphylococcus albus were obtained on 
culture; four subsequent studies of the urine 
showed 17 to 25, 10 to 15, 0 and 0 red blood cells, 
respectively. Examination of the stools was neg- 
ative. Examination of the stomach contents 
showed no free acid after histamine. 


Roentgenographic examination of the esopha- 
gus, stomach and duodenum was negative. An 
intravenous pyelogram showed good excretion of 
dye and normal pelves, but the calyxes were ob- 
scured by intestinal shadows. 

The patient was treated with six successive ex- 
perimental liver-extract fractions, over a period 
of three months, with only minimal improve- 
ment in the blood picture. There was some relief 
of the weakness, however. At discharge, exam- 
ination of the blood showed a red-cell count of 
2,940,000 with 71 per cent hemoglobin, 33.6 per 
cent cell volume and 1.8 per cent reticulocytes. 

Final admission (one and a half years later). 
The patient was followed in the Out Patient De- 
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partment and was given the usual course of in- 
tramuscular treatment with a standard commer- 
cial liver extract. Roentgenologic examination of 
the upper gastrointestinal tract was negative on 


two occasions. The red-cell count ranged be- | 


tween 3,000,000 and 4,400,000, until a few months 
before re-eutry, when it slowly fell to 2,400,000 
despite maintenance of regular liver extract. One 
week before re-entry, the patient became quite 
weak and drowsy, and yet was unable to sleep. 
He also developed increasing dyspnea on exer- 
tion, anorexia and nausea, and complained of a 
“brown taste” in his mouth. 

On re-examination, he appeared pale, but well 
nourished. There was frequent stuttering, and 
nervous twitching. The lungs seemed emphyse- 
matous, with fine inspiratory rales at the right 
base posteriorly. The heart was of normal size, 
with a loud systolic murmur over the precordium. 
The veins over the upper thorax were dilated. 
There was pitting edema of the legs. The abdo- 
men appeared as before. The reflexes were hyper- 
active, with a questionable Chvostek sign. Vibra- 
tion sense was slightly diminished in the lower 
extremities. 

The temperature was 98°F., the pulse 75, and 
the respirations 25. The blood pressure was 190 
systolic, 90 diastolic. 

Examination of the blood showed a white-cell 
count of 9200 with 67 per cent polymorphonu- 
clears, and a red-cell count of 2,940,000 with 8 
gm. hemoglobin, 28 per cent cell volume, a color 
index of 0.78, 0 per cent reticulocytes, and nu- 
merous macrocytes. The nonprotein nitrogen was 
138 mg. per 100 cc. 

Examination of the urine showed a ++++ test 
for albumin, and a sediment with 10 red cells, 2 
or 3 white cells and a few finely granular casts 
per high-power field. 

A roentgenogram of the chest showed a picture 
consistent with pulmonary edema on the right 
side. 

The patient received supportive treatment, but 
failed rapidly. On the third hospital day, the 
temperature rose to 101°F., the pulse to 102, and 
the respirations to 35. The patient expired, ap- 
parently in uremia. 


DIFFERENTIAL D1AGNosIS 


Dr. Wyman Ricuarpson: If there were any 
surgical brethren here, I should have asked them 
if it is customary to discharge patients with se- 
vere anemia without doing anything about it. I 
do not see anyone here to ask about that prob- 
lem. Certainly, a man with a red-cell count of 
2,600,000 requires a little thought concerning the 
cause of that anemia. 

I might add that the mean cell volume figures 
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out at 108 cubic microns, macrocytic by measure- 
ment and macrocytic by observations, as it says in 
the next sentence, “The red cells showed macrocy- 
tosis.” 

There is nothing in the story of the first ad- 
mission to suggest any diagnosis but pernicious 
anemia. The original symptoms, those of weak- 
ness, dyspnea and a sense of pressure in the chest, 
could well have been due to anemia alone, al- 
though we must remember that they could also 
have been caused by some degree of coronary dis- 
ease or coronary occlusion. 


The physical examination is perfectly consistent 
with a diagnosis of pernicious anemia, althcugh 
there is nothing particularly corroborative about 
it. The flat fingernails with longitudinal ridges 
may not be of significance. They may indicate 
a nutritional deficiency in a rather elderly man. 
The fact that the vibration sense was present 
does not rule out the diagnosis of pernicious ane- 
mia. Diminished vibration sense in elderly people 
is of no diagnostic significance. In fact, it is dif- 
ficult to use the vibration sense as a criterion of 
disease in such patients. The blood picture shows 
a macrocytic anemia, although not very highly 
macrocytic by count, if the counts are correct. The 
color index is high, higher than the mean cell 
volume indicates, and suggests that one of these 
two figures is incorrect. I think we can take it 
that the patient had a macrocytic anemia. 

In an attempt to explain the urinary findings, 
an x-ray examination with intravenous pyelogram 
was done. 

I am assuming that this patient had pernicious 
anemia, in addition to scixething involving the 
genitourinary tract that resulted in hematuria. 

Have we any of the x-ray films? 

Dr. Tracy B. Mattory: Yes; we have a film, 
but no radiologist is here to interpret it. 

Dr. Ricuarpson: I must confess that I cannot 
make much out of it. I can see filling on one 
side but not on the other. I shall not say any- 
thing more about it, but hope that one of the ex- 
perts will be here before I have finished. 

Another thing in the record that I think it fair 
to ask for and discuss is the specific gravities of 
the urine on the occasions when it was exam- 
ined. 

Dr. J. H. Means: I find one specific gravity 
of 1.022 on the first admission, and at the second 
admission, it ranged from 1.020 to 1.022. 

Dr. Ricuarpson: It is of some importance and 
some interest that the specific gravity was 1.022 
at the first admission. 

The question of the diagnosis of pernicious ane- 
mia depends somewhat on the terminology. If 
one accepts as a criterion for the diagnosis the 
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fact that anemia is subsequently relieved by liver 
extract, one has a rather broad group of cases 
that can be called pernicious anemia. The diag- 
nosis of pernicious anemia may be limited to a 
group that is due purely to some possibly con- 
genital defect of the gastric mucosa resulting in 
a deficient secretion of gastric juice — so-called 
“idiopathic” or “agnogenic” Addisonian perni- 
cious anemia. Furthermore, one must consider a 
characteristic group of pernicious-anemialike cases 
relieved by liver extract that are due to secondary 
disease elsewhere. As we go on in this case, 
however, if we assume that it is pernicious ane- 
mia, there is nothing to suggest any underlying 
disease that might produce pernicious anemia in 
a secondary manner. 


“The patient was followed in the Out Patient 
Department and was given the usual course of in- 
tramuscular treatment.” The usual course of in- 
tramuscular treatment was not the correct one. 
If the total red-cell count could not be main- 
tained at a level of 5,000,000, he should have had 
an unusual course of treatment involving much 
larger amounts of liver. Nevertheless, there was 
an apparent definite response, which suggests that 
the diagnosis of pernicious anemia may well have 
been correct. 

“The veins over the costal margins and upper 
thorax appeared quite prominent.” I think that 
is a red herring and I shall say no more about it. 

On the second entry, the quality of the anemia 
changed from a definitely macrocytic to a prob- 
ably microcytic one, and also probably slightly 
hypochromic. This man had pernicious anemia, 
and was thoroughly treated. It is a fairly safe di- 
agnosis for me to make because I do not be- 
lieve that Dr. Mallory can check me up on it. If 
the patient had pernicious anemia that was not 
thoroughly treated, he can check me on it, but 
I do not see how I can lose either way. If he 
says that the anemia was due to some other dis- 
ease, I shall counter that by saying that the change 
in the anemia may have been due to some other 
disease. 

I want to mention the cystic mastitis and raise 
the question whether the patient had carcinoma 
of the breast, with widespread metastases and 
some involvement of the urinary tract. That 
seems a wild guess to make. There is no sug- 
gestion of bone-marrow replacement from the ap- 
pearance of the smear, by x-ray study or by symp- 
toms. The first thing I considered as a cause of 
the urinary findings and uremia was urinary ob- 
struction. Did the patient have an enlarged pros- 
tate, with simple retention and uremia from re- 
tention? ‘The rectal examination, I assume, was 
negative, and there was no evidence of bladder 
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enlargement; it seems unlikely that that could 
have been the cause of the anemia. With perni- 
cious anemia, one must think, of course, of cord 
bladder, but there is no suggestion of cord in- 
volvement and I think we should rule that out. 
If there was obstruction, it must have been ure- 
teral and due to tumor. That seems a rather far- 
fetched idea to me. The commonest cause of re- 
curring hematuria in an elderly patient with fairly 
normal specific gravity is some vascular disturbance 
in the kidney, either repeated embolus to the kid- 
ney or neophrosclerosis of the kidney. What 
seems to me most probable is that this patient 
had rather marked generalized arteriosclerosis, 
which involved the kidneys more than other or- 
gans, and that the renal findings were due to a 
form of nephrosclerosis. It also seems probable 
that there was involvement of the coronary ves- 
sels, but not very marked. 

One other possibility is that this patient devel- 
oped pericarditis. Frequently, Dr. Mallory finds 
acute pericarditis that has not been suspected by 
the clinicians. The facts that this man’s tem- 
perature rose rapidly and that he died so quickly 
suggest that there may have been something su- 
perimposed, and one could bring up the question 
of pericarditis. I see nothing to suggest it defi- 
nitely. 

I have left out one disease that one should al- 
ways think of in the presence of anemia and 
uremia — plasma-cell myeloma. I considered this 
very strongly, but the urinary findings do not 
seem consistent with nephrosis. They were not 
those of the plugged-tubule type of renal failure, 
since there was too much hematuria. Also, the 
type of anemia was not that usually seen with 
bone-marrow encroachment by neoplasm in that 
there was not enough evidence of immature red 
cells or of active bone-marrow regeneration, so 
that I rule out myeloma on these two counts. 

That leaves me with the diagnosis of pernicious 
anemia, which was probably not a factor in the 
patient’s death, and generalized arteriosclerosis, 
more marked in the kidneys, and resulting in 
nephrosclerosis, uremia and death. 

Dr. Jacop Lerman: I should like to ask about 
the pulmonary edema. 

Dr. RicHarpson: I wondered about the uni- 
lateral pulmonary edema, and wondered whether 
I should have dismissed the question that this 
breast condition was a carcinoma after all. 

May I see the x-ray film again? I did not 
visualize any picture such as that. It makes me 
feel badly. 

Dr. Mattory: Dr. Richard Schatzki and Dr. 
A. Thornton Scott, a couple of years ago, noted 
focal pulmonary edema quite similar to this in a 
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number of patients with nephritis and usually 
with uremia. 

Dr. Atrrep Kranes: Dr. M. C. Sosman has 
also collected an interesting group of cases of 
unilateral edema and of one-lobe pulmonary edema 
in heart failure; these cases presented the most 
striking pictures that I have seen. 

Dr. Ricuarpson: One of my rules is not to 
change my mind at the last moment. I am not 
going to now. 

Dr. Mattory: Dr. Means, have you anything 
to add? 

Dr. Means: We made clinically about the same 
diagnosis that Dr. Richardson did. I think there 
is no more to be said about that. 

I am interested in the x-ray picture. I was 
thinking of Dr. Schatzki and Dr. Scott’s observa- 
tions and also the demonstrations that Dr. Frank 
Fremont-Smith made a number of years ago that 
edema in general is closely related to body posi- 
tion. It would be interesting to take pictures 
of such patients, having them lie for a while first 
on one side and later on the other to see if the 
picture changed. It is a new concept to find 
edema in the middle of the lung field, and it 
may be because the patients are lying down, and 
hence this area may be the dependent portion. 

Dr. Mattory: I shall disagree with that in a 
moment. 

Dr. Lerman: This patient had a hematuria of 
200 red cells in the first sediment. That seems 
to be a good deal for mere vascular disease of 
the kidney. I-am rather inclined to some malig- 
nant process in the bladder or in the kidney 
itself. 

Dr. RicHarpson: I think that hematuria oc- 
curs either with embolism or with vascular dis- 
ease. I certainly have seen it. 


CurnicaL DIAGNosEs 


Pernicious anemia. 
Uremia. 
Pulmonary edema. 


Dr. RICHARDSON’s DIAGNOSES 


Pernicious anemia. 
Nephrosclerosis, with uremia. 


ANATOMICAL 
Subacute glomerulonephritis. 
(Pernicious anemia.) 
Focal pulmonary hemorrhage. 
Bronchiectasis, right middle lobe. 
Arteriosclerosis, moderate, aortic and coronary. 
Hypertrophy of the heart. 
Operative scar: left mastectomy. 
Inguinal hernias, bilateral. 
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PATHOLOGICAL Discussion 


Dr. Mattory: The autopsy showed primary 
disease of the kidneys, which weighed 275 gm. 
and were rather pale. The surfaces were still 
fairly smooth, with beginning granulation. The 
microscopic examination showed a subacute or 
very early chronic glomerulonephritis. How long 
the patient had it, it would be difficult to esti- 
mate on histologic grounds alone; I should think 
that it was not over a period of two years. It 
developed some time between the mastectomy and 
either the first or the second ‘subsequent admis- 
sion. Whether he had it at the first re-entry, I 
cannot be sure. oy 

The heart was slightly hypertrophied. The 
coronary arteries showed atheroma,‘but no point 
of occlusion. The lungs showed focal bronchi- 
ectasis and also a lesion that we have seen a num- 
ber of times in nephritis and to my eye is indis- 
tinguishable from what we occasionally see in 
cases of acute rheumatic fever. It has been de- 
scribed clinically as pulmonary edema, but under 
the microscope it is predominantly pulmonary 
hemorrhage. There are almost always foci of 
organization by connective tissue, which are 
usually found in the respiratory bronchioles. Many 
of these cases could be and, I believe, sometimes 
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have been described as bronchiolitis obliterans. It 
is certainly not pulmonary edema such as one 
sees in the average cardiac patient. The alveoli 
are full of red cells; there is a moderate amount 
of fibrinoid material, usually at the periphery. 
Usually, there are no leukocytes. To my eye, it 
is as yet indistinguishable from what has been 
described as rheumatic pneumonia. 

The bone marrow is the only thing that could 
possibly substantiate or deny Dr. Richardson's di- 
agnosis of pernicious anemia. I do not consider 
it very conclusive. It was rather more hyper- 


. plastic than the marrow of chronic nephritis usu- 


ally is, with a distinctly greater degree of pro- 
liferation of the red cells than is seen in the aver- 
age case of nephritis, not a clearcut picture of per- 
nicious anemia. On the other hand, the altera- 
tions from what one ordinarily meets in chronic 
nephritis were definitely in the direction of per- 
nicious anemia. Consequently, I am inclined to 
think it did show some effect of that disease as 
well. 

Dr. Means: Are you suggesting that the find- 
ings that Dr. Schatzki and Dr. Scott described 
as edema were not edema? 

Dr. Mattory: Yes. 

Dr. Means: That is all right then. You can 
fight that out with Dr. Schatzki and Dr. Scott. 
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A CHANGE IN THE BOARD OF 
REGISTRATION IN MEDICINE 


On February 17, 1942, Dr. Stephen Rushmore 
resigned from the position of secretary of the 
Massachusetts Board of Registration in Medicine 
to accept the position of dean of the School of 
Medicine of Middlesex University. Governor Sal- 
tonstall has appointed Dr. H. Quimby Gallupe, 
of Waltham, to fill the vacancy, and on Feb- 
ruary 26, at a meeting of the Board, Dr. Gallupe 
was elected secretary. As secretary, Dr. Gallupe 
has three additional ex-officio positions: he is chair- 
man of the Approving Authority for Colleges and 
Medical Schools and secretary of the Board of 
Registration of Nurses and of the Approving Au- 
thority for Schools of Nursing. 
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As the holder of these various positions, Dr. 
Gallupe will be faced with many important prob- 
lems. One of the most difficult is a decision 
that must sometime be made by the Approv- 
ing Authority for Colleges and Medical Schools. 
It is well known that two medical schools and 
one osteopathic school in Massachusetts are not 
approved by their respective national societies; 
however, no public statement concerning their 
status, even in part, has been issued by the Ap- 
proving Authority. Since this law went into effect 
in 1941, all members of the present first-year classes 
of these schools are receiving a medical educa- 
tion that may prove to be futile, and it seems likely 
that an embarrassing situation will arise. If the 
eventual decision is adverse, the students will feel 
aggrieved, and justly so, that the judgment —at 
least that covering their years of attendance — 
had not been passed sooner. If the decision is 
favorable, some people will undoubtedly question 
the legality of a retroactive verdict in such a situa- 
tion, claiming that only the part of the students’ 
education should be recognized that occurred after 
the decision had been made. It is apparently the 
clear intent of the law that, from its effective 
date of operation, no medical education shall be 
considered valid unless it has been gained in an 
approved school. 


Dr. Gallupe’s experience and training, not only 
in the practice of medicine but also in the affairs 
of the Massachusetts Medical Society, are such 
that the public and the profession can have con- 
fidence in those boards of which he is now an 
influential member. The Governor, the Governor’s 
Council and the Board of Registration in Medi- 
cine are to be congratulated on having made 


an excellent appointment to a very responsible 
position. 


CIVILIAN DEFENSE 


Ovr country, long before the attack on Pearl 
Harbor, had begun to realize the necessity for 
civilian defense. 


Air-raid wardens were in train- 
ing, the versatility of the triangular bandage was 


George L. Tobey, Jr., M.D. 
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a matter of tea-table discussion, new and strange 
feminine uniforms had made their appearance, and 
Red Cross in every direction 
hummed like sawmills. Despite our own rela- 


headquarters 


tive insularity, we were aware that events were 
stirring. We knew, secretly, that “it couldn’t hap- 
pen here,” but we almost wished that it could, 
in a mild sort of way, so that we might show 
how America handled these things. 

And then came Pearl Harbor, like a rash and 
a fever, and we knew that we, too, had the 
epidemic disease; we were a nation at war. For 
those who were unable, by reason of age, sex or 
other incapacity, to join the armed forces, some 
other quick emotional outlet was necessary; the 
important thing was to rally in some way to the 
country’s defense —to be doing something. 

As a result of this enthusiastic and heartening 
response, civilian defense has come a long way 
toward becoming an effective organization: an 
organization that will, we trust, have little occa- 
sion to be used, but one whose serious existence 
is absolutely mandatory. Committed to this work 
are our air-raid wardens, our auxiliary fire de- 
partments, our lonely watchers of the midnight 
skies and, above all, those necessary defenders of 
the commonweal who daily fight the battles of 
the committees. 

There is some vitally essential activity for every 
individual to share, in addition to paying his taxes 
and buying defense bonds, but it might be well 
to remind ourselves, occasionally, that these can- 
not all be dramatic or obviously heroic activities. 
We are engaged now in a race toward a goal of 
production. If we win it, democracy may yet be 
saved; if we fail, the future looks dismal enough. 
As impressive as the most military of our civil 
uniforms and far surpassing them in numbers 
must be the aprons and the overalls. 

When the first-aid fever has died down a bit, 
when the last sacroiliac strain, the result of over- 
zealously applied artificial respiration, has been 
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strapped, when the last broken rib has mended 
and when the last breathless housewife has _re- 
ceived her certificate, we may recall the sober 
fact that not one in a thousand of our first aid- 
ers will ever have occasion to adjust a traction 
splint or save a life by applying a skilful finger 
to a pressure point, but that everyone who has 
taken the equivalent course in nutrition or home 
nursing will probably have plenty of opportunity 
to employ the knowledge gained before the year 
is out. This war will be won by having the 
greatest number do that for which there is the 
greatest need and by having each willing to per- 
form faithfully that service for which each is best 
fitted. 


MEDICAL EPONYM 
Mureuy Drip 


Dr. John Benjamin Murphy (1857-1916) spoke 
on “Diffuse Suppurative Peritonitis” before the 
American Association of Obstetricians and Gyne- 
cologists on September 21, 1906. His remarks in- 
cluded some mention of his new method of 
proctoclysis, and in the subsequent discussion he 
described it as quoted below from the Transactions 
of the American Association of Obstetricians and 
Gynecologists (19: 184, 1906) : 


An ordinary vaginal douche tip should be used, 
with three openings, so that the water can flow into 
one and the intestinal gas come out of the other. If 
we use a single opening tip, gas will not bubble back 
into the can, and the passing of gas is important, other- 
wise the fluid will be expelled in the bed when the 
patient attempts to pass the gas. The elevation of the 
can should be from four to six inches above the anal 
level. The nurse must be instructed to watch the 
patient closely and not allow any more than one pint 
and a half of the saline solution to flow in forty min- 
utes to one hour. The tube can be strapped perma- 
nently to the leg of the patient with adhesive plaster, 
the fountain syringe being at the head of the bed, and 
a hot water bag used to keep the solution warm. Every 
two hours the nurse pours in hot saline water. There 
is no irritation of the rectum. The patient may go to 
sleep while the irrigation is being carried on, as the 
tube is not taken out for days. It is merely absorp- 
tion of the fluid by the bowel. The speed of the flow 
must not be controlled by a forcep in the tube, but by 
the elevation of the can. 
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MASSACHUSETTS MEDICAL SOCIETY 


COMMITTEE ON MATERNAL WELFARE* 


Case History: (COMPLETE SEPARATION OF 
PLACENTA, FOLLOWED BY DEATH 


A thirty-eight-year-old para V called her physi- 
cian because of some bloody discharge when she 
was about seven months pregnant. The previous 
history was irrelevant; the patient had had no 
serious illnesses. Her four previous pregnancies 
and deliveries had all been normal. 


She was first seen during this pregnancy when 
about three months along and went to her physi- 
cian every four weeks thereafter until the onset 
of the present complication. The blood pressure 
and urine were reported to be normal, there had 
been no edema, and the blood Wassermann reac- 
tion was negative. There had been an interval 
of four weeks between the last visit and the 
oriset of symptoms. On examination, the abdo- 
men was boardlike. The amount of external 
bleeding was very slight. The patient was im- 
mediately sent to the hospital, where she ar- 
rived one and a quarter hours later. The fetal 
heart was not heard. The blood pressure on 
entry was 66 systolic, 40 diastolic, but later rose 
to 150 systolic, 90 diastolic. A transfusion was 
immediately given. Vaginal examination showed 
that the patient was not in labor. A Spanish 
windlass was applied. The membranes were not 
ruptured. The cervix and vagina were not 
packed. No other treatment was instituted, and 
death occurred six hours after admission. No 
autopsy was performed. 


Comment. This is a typical case of complete 
premature separation of the placenta. It is quite 
probable that during the month between the 
last visit and the onset of bleeding, this patient’s 
blood pressure rose and albumin appeared in the 
urine. The fatal outcome emphasizes the need 
of more frequent urinalyses and prenatal visits 
in the last trimester of pregnancy. The blood 
pressure on admission shows that this patient 
had bled tremendously inside the uterus and was 
in a very serious condition. The treatment can 
be criticized only in that the membranes were 
not ruptured and that there was no cervical or 
vaginal packing. Abdominal deliveries on pa- 
tients with completely separated placentas who 
are in such poor condition as this patient was, 
are but adding insult to injury and are not ad- 
visable. Such fatalities can be prevented only by 
more intelligent co-operation between patient and 
physician and more frequent prenatal visits and 
urinalyses after the seventh month. 

*A series of selected case histories will be published weekly. Comments 
and questions by subscribers are solicited and will be answered by members 


of the committee. Letters should be addressed to the secretary, Dr. 
Raymond S. Titus, 330 Dartmouth Street, Bostor. 
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DEATHS 


HARTWELL — Witu1am W. M.D., of 
Malden, died March 1. He was in his sixty-ninth year. 

Born in Woburn, Dr. Hartwell received his degree from 
Harvard Medical School in 1900. He served as city phy- 
sician in Malden for several years and as medical ex- 
aminer of the Malden Board of Health. He was a mem- 
ber of the Massachusetts Medical Society and the Ameri- 
can Medical Association. 

He is survived by two sons. 


REED — Victor A. Reep, M.D., of Methuen, died 
February 24. He was in his seventy-fourth year. 

Born in Dixmont, Maine, the son of William E. and 
Elizabeth Ferguson Reed, Dr. Reed completed his pre- 
paratory education at the Hampden High School and 
studied for two years at Colby College in Waterville, 
Maine. He received his degree from Harvard Medical 
School in 1897 and did postgraduate work at the New 
York Polyclinic Medical School and Hospital. 

Dr. Reed served as a line officer in the National Guard 
in 1902 and later as a captain in the Medical Corps at 
Fort Williams, Portland, Maine. He was a member of 
the staff of the Lawrence General Hospital, and was a 
former medical examiner for the fifth Essex district. He 
was a fellow of the Massachusetts Medical society and 
the American Medical Association, 

He is survived by his widow, Mrs. Josephine B. Reed, 
and a daughter, Mrs. J. Alexander McWilliams, of Chi- 
cago. 


WAR ACTIVITIES 


SELECTIVE SERVICE SYSTEM 
PuysicAL REHABILITATION PROGRAM 


Tests of a physical rehabilitation program, intended to 
make many registrants who were rejected because of minor 
physical defects fit for active military service, have been 
authorized in Maryland and Virginia, according to a re- 
cent release from the National Headquarters, Selective 
Service System. Authorization of the rehabilitation pro- 
grams in the two states marks the beginning of a 
long-planned nation-wide physical rehabilitation cam- 
paign. When the results of these pilot tests are evaluated, 
a date for the inauguration of the inclusive program will 
be set. Only those registrants whose disabilities are cer- 
tified by the Army as being remediable will be eligible 
to undergo treatment. 

As one of the first steps in the Maryland and Virginia 
test programs, the director of Selective Service System in 
each state will submit to National Headquarters lists of 
physicians and dentists qualified to correct physical de- 
fects of registrants. Physicians and dentists designated to 
render these authorized professional services will be paid 
by the federal government. Any physician or dentist may 
apply to be included in the rehabilitation program and 
can obtain the necessary application form from his local 
board. 


CORRESPONDENCE 


“THE POLITICAL LIFE OF THE 
AMERICAN MEDICAL ASSOCIATION” 

To the Editor: Just before Christmas, I received a cata- 
log from the Harvard University Press. One item listed 
therein particularly caught my eye The Political Life 
of the American Medical Association, by Oliver Garceau, 
instructor in government at Harvard. I bought a copy, 


and have just finished reading it. Having found it highly 
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interesting, informative and possibly important, I decided 
to see what reviewers had to say about it. I first en- 
countered the contribution in the “Book Reviews” column 
of your issue of January 1. I must confess that 1 was 
taken aback by the ineptitude of this statement. It is 
hardly a review of Mr. Garceau’s book; it is rather a 
blanket condemnation. 

Your reviewer applies various derogatory adjectives, of 
which “jejune” is perhaps the prize. Jejune, like jejunum, 
comes from the Latin Jejunus, meaning empty, dry or 
barren, and, in my opinion, is applicable to your so-called 
review, but not at all to Mr. Garceau’s book, which, what- 
ever else it may be, is certainly not empty, dry or barren. 

Your reviewer also accuses Mr. Garceau of having “such 
a biased point of view that it takes away any force” that 
he “might have in argument.” This accusation strikes me 
as preposterous. The work is not an argument, it is sim- 
ply an analysis by a student of government of a politico- 
social phenomenon of some prominence. It discovers 
many good features, as well as some bad ones, in “or- 
ganized medicine.” There is no reason on earth why 
a student of government, or politics, should have any 
bias about such a matter, nor could I find in his book 
any evidence that he has. I, for one, am convinced that 
his approach is thoroughly objective, and that his facts 
are probably approximately correct. I.do not know him, 
but that is the impression that I get from reading his 
book 


It seems to me-that what your reviewer has chiefly suc- 
ceeded in doing is to disclose himself as the biased one, 
not Mr. Garceau. I do not know who he is, but I should 
guess that he is one of those “stalwarts” of organized 
medicine whom Mr. Garceau identifies as believing “that 
the layman is unfit to have an opinion in medical mat- 
ters,” and “extends this value judgment to include medical 
politics and medical economics, fields where it might al- 
most be said the doctor is inherently unfit.” 

Differing diametrically from your reviewer on the merit 
of Mr. Garceau’s work, I should like, through your cor- 
respondence column, to offer to the members of our pro- 
fession, advice opposite to his, namely, that they read this 
book and form their own opinion of it afterwards. 


J. H. Means 


Massachusetts General Hospital 
Boston 


BOOK REVIEW 


The Foot and Ankle: Their injuries, diseases, deformities 
and disabilities, with special application to military prac- 
tice. By Philip Lewin, M.D. Second edition. 8°, cloth, 
665 pp., with 304 illustrations. Philadelphia: Lea and 
Febiger, 1941. $9.00. 


From the publishers’ point of view, this second edition 
of Philip Lewin’s book on the foot and ankle is admir- 
ably done, although somewhat awkward to handle. One 
wonders what would happen should the author ever be 
tempted to write a textbook on orthopedic surgery. Six 
hundred and eighteen pages on the fcot and ankle alone 
could hardly escape being a mere repository for the 
gleanings of an encyclopedic mind. No one can deny 
that the work has not been most thoroughly done. 


So many new surgical procedures have come out, and 
are continually being added to, that scarcely any of them 
have had time enough to warrant their acceptance or 
rejection. Kridas’s operation (page 176) for metatarsalgia 
is a case in point. If one wishes a reference book in 
which is enumerated almost every kind of treatment 
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that has been proposed, without critical consideration 
of its applicability, this volume is the one to buy. The 
experienced orthopedic surgeon may be trusted to recog- 
nize what procedures are feasible, but to the young and 
inexperienced, something more is needed than a “cata- 
logue of the ships.” Had the author drawn on his wide 
clinical experience to aid the audience he is addressing 
through this volume in selecting the tried and proved 
technics, he would have rendered a greater service and 
done so in much less space. 


Erratum 


In the review of the book Oral Pathology: A histologi- 
cal, roentgenological and clinical study of the diseases of 
the teeth, jaws and mouth, which appeared in the Febru- 
ary 19 issue of the Journal, the authors were listed as 
“Kurt H. Thoma, D.M.D., and Charles A. Brackett, 
D.M.D.”; the author is Dr. Thoma, who is professor of 


- oral surgery and Charles A. Brackett Professor of Oral 


Pathology, Harvard University. 


NOTICES 


TUFTS COLLEGE MEDICAL SCHOOL 
ALUMNI ASSOCIATION 


Dr. Frank H. Lahey, president of the American Medi- 
cal Association, will be the guest speaker at the annnual 
Tufts College Medical School Alumni Dinner, at 7 p.m., 
on Wednesday, March 25, at the Hotel Somerset. His 
subject will be “The Doctor’s Place Today.” Dr. James 
W. Manary, superintendent and medical director of the 
Boston City Hospital, will preside. 

Other speakers on the program are Dr. A. K. Paine, 
president of the Alumni Association, who will discuss the 
Association’s activities; Dr. Leonard Carmichael, president 
of Tufts College, who will report on the medical-school 
fund; Dr. Priscilla White, who will speak on “The 
Woman Physician”; Dr. Frank R. Ober, who will extend 
the greetings of the Massachusetts Medical Society; and 
Dr. Roy J. Heffernan, who will speak on “The Twenty- 
Five Year Class.” 

The dinner will be preceded by a business meeting at 
6:15 p.m, 


ROBERT DAWSON EVANS MEMORIAL 
LECTURE 


Dr. William Dock, professor of pathology at Cornell 
University Medical College, will give the Robert Dawson 
Evans Memorial Lecture on Friday, March 27, at 8:15 
p.m., in the Evans Memorial Auditorium, 78 East Con- 
cord Street, Boston. His subject will be “Albuminuria 
and Associated Renal Changes.” 

Physicians and medical students are cordially invited to 
attend. 


BOSTON LYING-IN HOSPITAL 


A meeting of the Journal Club of the Boston Lying-in 
Hospital will be held in the lecture hall of the hospital on 
Wednesday, March 18, at 8:15 p.m. Dr. Robert E. Gross 
will speak on “Surgical Problems of the Newborn.” 

Physicians and medical students are cordially invited 
to attend. 


CARNEY HOSPITAL 


The monthly clinical meeting and luncheon of the 
Carney Hospital will be held in the hospital auditorium 
on Monday, March 16, at 11:30 a.m. 


PRoGRAM 
Use of Spinal Anesthesia in Obstetrics. 
Ferrone. 
Treatment of Hydrocephalus in Obstetrics, with Re- 
port of a Case. (With Films.) Dr. Arthur Gorman. 
Rupture of Uterus. (With Films.) Dr. Cornelius T. 
O’Connor. 
Physicians and medical students are cordially invited to 
attend. 


Dr. Joseph 


MASSACHUSETTS GENERAL HOSPITAL 
A meeting of the Hospital Research Council will be 
held in the Bigelow Amphitheater of the White Build- 
ing on Tuesday, March 24, at 5 p.m. 
ProGRAM 

Effects of Rebreathing on Sighing Respiration and 

* Anxiety Symptoms in Patients with Anxiety Neu- 
rosis. Drs. S. Cobb and M. Cohen. 

Rheumatic Fever and Heart Disease: Special clinical 
features from a completed ten-year study of 1000 
patients. Drs. E. F. Bland and T. D. Jones. 

An Epidemic of Rheumatic Fever. Dr. T. D. Jones. 


NEW ENGLAND ROENTGEN RAY 
SOCIETY 


A meeting of the New England Roentgen Ray Society 
will be held in John Ware Hall, Boston Medical Library, 
on Friday, March 20. There will be an x-ray conference 
from 4:30 to 6:00 p.m., followed by a round-table discus- 
sion on radiation therapy, conducted by Dr. Frederick W. 
O’Brien. At 8:00 p.m., the following program will be 
presented: 

Sarcoid and Erythema Nodosum. Drs. Charles A. 
Janeway, Orville T. Bailey and Merrill C. Sosman. 

Periarteritis Nodosa and Lupus Erythematosus Dis- 
seminata. Drs. Eugene A. Stead, Orville T. Bailey 
and Merrill C. Sosman. 


Discussion. Drs. Chester S. Keefer, vn B. Mallory 
and Aubrey O. Hampton. 


NEW ENGLAND PATHOLOGICAL 
SOCIETY 


There will be a meeting of the New England Patho- 
logical Society at the Peter Bent Brigham Hospital on 
Thursday, March 19, at 8 p.m. The program will be 
presented by the Department of Legal Medicine of the 
Harvard Medical School. 


PrRoGRAM 


The Law and the Pathologist. Dr. Hubert W. Smith. 

An Experimental Study of the Chemical Changes 
which Occur in the Blood as the Result of Death 
by Drowning. Drs. Walter W. Jetter and Alan 
H. Moritz. 

Adaptive Intimal Changes which Occur in Arteries 
Following Localized Circulatory Stasis. Dr. Alan 
R. Moritz. 

Medicolegal Tests for the Identification of Seminal 
Fluid. Dr. Otto J. Pollak. 

An Experimental Investigation of the Stability and 
Distribution of Carboxyl Hemoglobin after Death, 
with Particular Reference to the Difficulties Some- 
times Encountered in the Case of Incinerated Bod- 
dies. Dr. Herbert S. Breyfogle. 
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The Fauna of Putrefaction and Its Potential Useful- 
ness in Establishing the Time of Death. Dr. J. C. 
Bequaert. 


MASSACHUSETTS TUBERCULOSIS 
LEAGUE 


The annual meeting of the Massachusetts Tuberculosis 
League will be held on Thursday, March 26, at the Bos- 
ton Sanatorium, Mattapan. 


PROGRAM 


10 a.m. Round-Table Conference on Tuberculosis 
Programs in Boston. Drs. John A. Foley, Harry 
Goldman, James A. Keenan and Cleaveland Floyd, 
and the Misses Hazel Wedgwood and Dorothy 
Carter; Dr. George L. Gately, chairman. 

11:45 a.m. Business meeting. 

12:45 p.m. Luncheon. 

2 p.m. Round-Table Conference on Tuberculosis Pre- 
vention through Readjustment as a War Service. 
Messrs. Arthur W. Gerness and John H. McFarland, 
Mrs. Mildred S. Jeynes, and Drs. William R. Martin 
and Frederick L. Bogan; Dr. Henry D. Chadwick, 
chairman. 

The charge for luncheon will be 90 cents per person. 
Reservations should be sent to: Massachusetts Tuberculo- 
sis League, 1148 Little Building, Boston. Tel. HAN 5480. 


JEWISH MEMORIAL HOSPITAL 


A diagnostic therapeutic conference will be held at the 
Jewish Memorial Hospital on Thursday, March 19, at 
11 am. Dr. William P. Murphy will speak on “Blood 
Diseases.” 


Physicians and medical students are cordially invited to 
attend. 


NEW ENGLAND SOCIETY 
OF PHYSICAL MEDICINE 


A regular meeting of the New England Society of 
Physical Medicine will be held at the Hotel Kenmore, 
Boston, on Wednesday, March 18, at 8 p.m. Colonel 
Winthrop Adams will speak on “Physical Medicine in 
Wartime.” A council meeting will be held at 6 p.m., 
followed by an informal dinner in the Empire Room 
at 6:30 p.m. 

All interested physicians are cordially invited to attend 
this meeting. 


EVANS MEMORIAL HOSPITAL 


A research conference will be held in the auditorium 
of the Evans Memorial Hospital on Monday, March 23, 
at 5 p.m. Dr. Franz J. Ingelfinger will speak on “Stud- 
ies on the Absorption Defect in Sprue.” 


FEDERATION OF AMERICAN SOCIETIES 
FOR EXPERIMENTAL BIOLOGY 


The Federation of American Societies for Experimental 
Biology will meet in Boston from March 31 to April 4. 
Registration will start on Tuesday, March 31, at 10 a.m. 
at the Hotel Statler. The headquarters, session dates and 


(Notices continued on page xi) 
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